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THE EBOLA CRISIS: COORDINATION OF A 
MULTI-AGENCY RESPONSE 


Friday, October 24, 2014 

House of Representatives, 

Committee on Oversight and Government Reform, 

Washington, DC. 

The committee met, pursuant to notice, at 9:30 a.m. In Room 
2153, Rayburn House Office Building, Hon. Darrell E. Issa (chair- 
man of the committee) presiding. 

Present: Representatives Issa, Cummings, Mica, Turner, 
McHenry, Jordan, Chaffetz, Walberg, Amash, Gowdy, Farenthold, 
Massie, Collins, Bentivolio, DeSantis, Maloney, Tierney, Lynch, 
Cooper, Connolly, Cartwright, Kelly, Davis, and Lujan Grisham. 

Staff present: Will L. Boyington, Deputy Press Secretary; Molly 
Boyl, Deputy General Counsel and Parliamentarian; Lawrence 
Brady, Staff Director; Ashley H. Callen, Deputy Chief Counsel for 
Investigations; Sharon Casey, Senior Assistant Clerk; Steve Castor, 
General Counsel; John Cuaderes, Deputy Staff Director; Adam P. 
Fromm, Director of Member Services and Committee Operations; 
Linda Good, Chief Clerk; Elizabeth Gorman, Professional Staff 
Member; Frederick Hill, Deputy Staff Director for Communications 
and Strategy; Christopher Hixon, Chief Counsel for Oversight; 
Caroline Ingram, Counsel; Michael R. Kiko, Legislative Assistant; 
Mark D. Marin, Deputy Staff Director for Oversight; Emily Martin, 
Counsel; Ashok M. Pinto, Chief Counsel, Investigations; Laura L. 
Rush, Deputy Chief Clerk; Jessica Seale, Digital Director; Andrew 
Shult, Deputy Digital Director; Katy Summerlin, Press Assistant; 
Rebecca Watkins, Communications Director; Tamara Alexander, 
Minority Counsel; Meghan Berroya, Minority Chief Investigative 
Counsel; Aryele Bradford, Minority Press Secretary; Courtney 
French, Minority Counsel; Jennifer Hoffman, Minority Communica- 
tions Director; Una Lee, Minority Counsel; Juan McCullum, Minor- 
ity Clerk; Suzanne Owen, Minority Legislative Director; and Dave 
Rapallo, Minority Staff Director. 

Chairman IsSA. The committee will come to order. 

Without objection, the chair is authorized to declare a recess of 
the committee at any time. 

The Oversight Committee exists to secure two fundamental prin- 
ciples. First, Americans have a right to know that the money 
Washington takes from them is well spent. And, second, Americans 
deserve an efficient, effective government that works for them. 

Our duty on the Oversight and Government Reform Committee 
is to protect these rights. It is our solemn responsibility to hold 
government accountable to the taxpayers. Taxpayers want to be 
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safe. Taxpayers want to know that our government is prepared. In 
this case, we leave no stone unturned in ensuring today that Amer- 
ica is planning for tomorrow. 

Beginning in March 2014, in the West African Nation of Guinea, 
the world first learned about yet another new outbreak of the 
Ebola virus. Due to poor detection, it is possible the outbreak start- 
ed late last year. By August, Ebola had spread to Sierra Leone, Li- 
beria, and Nigeria. 

According to the U.S. Center for Disease Control and Prevention, 
the 2014 Ebola epidemic is the largest in history and, sadly, the 
virus has claimed at least 4,000 lives to date. 

By the end of September, the CDC confirmed the diagnosis of the 
first travel-associated case of Ebola in the United States. The situa- 
tion is rapidly developing and changing; and Americans are under- 
standably worried, worried about their government’s response to 
the outbreak and, in particular, the steps we are taking to contain 
the spread of Ebola. 

With the high fatality rates — as much as 70 percent — and no 
EDA approved vaccines or medicines, Ebola is a serious threat to 
public health around the world. An outbreak in an American city 
or any major city of the world could be very costly to contain and 
could have major economic impacts. Yesterday’s news was a doctor 
in New York City tested positive for Ebola, and this is particularly 
distressing. 

There is certainly some good news to report on our effort to con- 
tain the outbreak. No new Ebola cases have been reported in Nige- 
ria in 46 days. Over 40 people who came into contact with the 
Ebola patient, Thomas Eric Duncan, in Dallas have now gone 
through the 21-day monitoring period without demonstrating any 
symptoms. And perhaps that means that our preventive systems of 
those in contact is good, even though, as we will see today, not per- 
fect. 

We have the world’s most advanced healthcare system undeni- 
ably in America. We spend the most money to have that system. 
And as long — sorry — as long as our response is well coordinated 
and officials use common sense, there is an ability to contain this 
disease, but we are not out of the woods yet. 

Today we will examine efforts to coordinate Eederal agencies 
tasked with responding to an Ebola outbreak. This examination fol- 
lows a series of Statements and actions that have eroded public 
confidence in our response. 

An infected traveler from Liberia made it through the Depart- 
ment of Homeland Security screening and arrived at international 
travelers and into the Dallas/Fort Worth area. When the same indi- 
vidual exhibited clear signs of Ebola — symptoms of Ebola, a hos- 
pital turned him back into the community and offered an evolving 
account of how this happened. 

Without evidence, the director of the CDC declared that a nurse 
at this hospital who became infected with Ebola must have con- 
tracted it through, “a breach of protocol.” Medicine is not done over 
the telephone. It is not done over the television. Medicine is, in 
fact, the business of looking at a patient, evaluating a patient, 
measuring a patient, and questioning a patient, not, in fact, guess- 
ing how someone became a patient. 
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A separate nurse who contracted Ebola at that hospital was 
cleared by the CDC to board a commercial airline flight, even 
though she reported having fever and contact with the patient, Mr. 
Duncan. 

The news of that medical doctor returning from Guinea — the 
news that a medical doctor returning from Guinea now has tested 
positive for Ebola has raised even more questions about procedures 
and treating patients and risks to Americans responding with great 
courage and generosity from here to the infected areas. 

We need to know why there have been breakdowns and if our 
system for responding to such serious crisis is working properly. 
That was a line I was supposed to read. I think we all know that 
the system is not yet refined to where we could say it is working 
properly. 

How effective are our efforts at containing the disease in West 
Africa? Are the — are the training and equipment that frontline 
healthcare workers and military personnel received in the past or 
will receive in the future adequate? Isn’t airport screening that 
went into effect 2 weeks ago reliable? Are government agencies 
doing everything they can do to foster the development of Ebola 
treatments? What threat does Ebola pose to international trade 
and America’s — Americans traveling abroad? 

When a situation like this arises, government is supposed to rely 
on prior planning and rapid, effective response that can identify 
mistakes quickly and correct them. Congress has recognized and 
considered the threat of an outbreak on a bipartisan basis. The 
bumbling we have seen comes despite concerted efforts by Congress 
to ensure protocols and funding were in place to avoid the very 
mistakes we have already seen. 

President Obama’s appointment of Ron Klain to serve as the 
Ebola czar sadly, in my opinion, shows the administration has, on 
one hand, recognized the missteps and, on the other hand, is not 
prepared to put a known leader in charge or, in fact, a medical pro- 
fessional in charge. 

That does not make it a political decision, but it makes it a deci- 
sion in which we have to ask and we will ask today: Is the inter- 
agency coordination already in place and he is simply overseeing 
it or, in fact, are we expecting Mr. Klain to put together inter- 
agency coordination to show the leadership to make it happen, to 
sift through conflicting claims that science and medicine have al- 
ready reached conclusions versus the reality that those conclusions, 
at least in several cases, have proven wrong. 

We did invite the President’s new czar, Mr. Klain, to testify, and 
we are very disappointed that he was not able to. But we under- 
stand he has just started, and we do not expect that that would 
be repeated if there is a followup hearing. 

Let me just say, in my role in this committee and others, I have 
traveled to the World Health Organization’s headquarters. I have 
seen them saying to us, as visitors, that pandemics are, in fact, al- 
ready planned for. And although they talk about the inevitability 
of a pandemic, we have also invested, as Americans, billions of dol- 
lars to, in fact, be prepared for them. 

Let me just say before anyone pulls the trigger on either a polit- 
ical or denouncing medicine that, in fact, this is not a new problem. 
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Nearly 100 years ago, in 1918-1919, the influenza pandemic known 
as the Spanish flu killed more people than any other outbreak of 
disease in history. It claimed at least 20 million people — oh, thank 
you — around the world. 

In that pandemic, an American base, one that I was stationed at. 
Fort Riley, Kansas, proved to be the source of the first-known out- 
break. The flu spread fast around the base and other bases and 
eventually worldwide. Famously, “The Big Red One” is well aware 
that not only was the outbreak critical, Wt, in fact, soldiers were 
put on ships and sent out from there further — not recognizing that, 
in fact, we were simply adding to the disease and the suffering. 

The Asian flu of 1957-’58, which originated in the Far East, 
spread to the U.S. and caused at least 70,000 deaths. The Hong 
Kong flu of 1968-’69 also spread to the United States and caused 
an estimated 34,000 deaths. 

It would be a major mistake to underestimate what Ebola could 
do to populations around the world, and any further fumbles, bum- 
bles or missteps or relying on postulate, certainties told to us by 
people who, in fact, cannot defend how that certainty came to be 
and when it fails to be correct how they could have been so wrong, 
can no longer be tolerated. 

I look forward to hearing from this panel of witnesses in an effort 
not to solve a problem, but to take the problem appropriately seri- 
ously, recognize that what we don’t know could kill us. 

With that, I recognize the ranking member for his opening State- 
ment. 

Mr. Cummings. Thank you very much, Mr. Chairman. And I 
thank you again and again for holding this hearing. 

I think this is the reason why we have an Oversight Committee, 
to address those problems that our Nation and, in this case, the 
world face. 

Yesterday, Dr. Craig Spencer, a physician working for Doctors 
Without Borders, tested positive for Ebola. We are still getting ad- 
ditional details. 

But based on information from New York and Federal officials so 
far, it appears that healthcare authorities have come a long way 
in preparing for Ebola since Thomas Duncan first walked into a 
Texas hospital last month. New York had been preparing for this 
possibility for weeks, and about 5,000 healthcare workers were 
drilled on protocols and procedures just this past Wednesday. 

A special team with full protective gear transported Dr. Spencer 
to Bellevue Hospital, which is specifically designated to handle 
Ebola. They placed him directly into an isolation unit. They began 
treating him as soon as possible. And they started tracing his con- 
tacts immediately. 

As New York officials said last night, they had hoped they would 
not have to face an Ebola case, but they did. They were also real- 
istic, and they worked diligently and professionally over the last 
month to prepare themselves for this day. 

There are many questions about this new case, but we cannot as- 
sume it will be the last. And I remind all of us this is our watch. 
Of course, we must continue to be vigilant, and we need to contin- 
ually reevaluate our protocols and training procedures to protect 
our healthcare workers, many of whom are here today. 
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And to those healthcare workers, on hehalf of a grateful Congress 
and grateful Nation, I thank you for what you do every day. 

I want to express our thanks to Nina Pham and to Amber Vin- 
son, the two nurses from Texas who contracted Ebola when they 
treated Mr. Duncan. By now, we have all seen their pictures, two 
brave young women who risked their lives to simply do their jobs 
and to feed their souls, just like nurses across this country, every 
single day, 24/7, 365 days a year. I understand that Ms. Pham’s 
condition has been upgraded and Ms. Vinson has now been cleared 
of the virus. We thank them for their bravery and their commit- 
ment. 

This new case in New York should also demonstrate that we can 
no longer ignore the crisis in West Africa. We can no longer ignore 
it. Nearly 10,000 people have died from this disease or are battling 
with it as we speak, many in the most gruesome conditions imag- 
inable. 

I firmly believe we have a fundamental, moral, and humani- 
tarian obligation to address the crisis in Africa. We are the richest 
Nation in the world, and we have the resources and expertise to 
make the biggest difference. However, for those who may not agree 
that we have a moral obligation to help, they must understand that 
addressing the Ebola crisis in Africa is also in our self-interest as 
a Nation. 

Public health experts warn that, to protect Americans here at 
home, we need to address this outbreak at its source in Africa. The 
longer the outbreak continues, the more likely it will spread to the 
rest of the world, including more cases right here in the United 
States of America. And if we do not take strong action now, it will 
cause much, much more in the long run. The encouraging news is 
that healthcare experts know how to fight this disease. They know 
how to do that. 

This week the World Health Organization declared Nigeria and 
Senegal free of Ebola. This is a tremendous accomplishment that 
was achieved through a combination of early diagnosis, contract — 
contract tracing, infection control, and safe burial. But we still face 
grave challenges in Sierra Leone, Guinea, and Liberia where the 
public health infrastructure is deficient and new cases are increas- 
ing at an alarming rate. 

Last month the United Nations Security Council unanimously 
adopted a resolution declaring the Ebola outbreak “a threat to 
international peace and security.” The U.N. established a mission 
for Ebola emergency response. They set forth more than a dozen 
mission-critical actions and they provided a 6-month budget re- 
quest for $988 million. 

However, they are hundreds of millions of dollars short. They 
definitely need funding for treatment beds, training for healthcare 
workers, and supplies to prevent infection. They need resources for 
things as basic as food and vehicles and fuel. 

As the head of the United Nations mission warned the Security 
Council just last week, “We need to stop Ebola now or we face an 
entirely unprecedented situation for which we do not have a plan.” 

There have already been several congressional hearings on how 
to prepare ourselves here in the United States. So today I intend 
to ask our witnesses what they believe, in their expert views, are 
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the most significant, concrete, and constructive steps our Nation 
can take to address this outbreak at its source. 

I am particularly grateful to Mr. Torbay from the International 
Medical Corps for agreeing to be here today to provide his on-the- 
ground assessment of what his group and others on the front lines 
need to stop the spread of Ebola. 

Mr. Torbay, I know you must feel great empathy for Dr. Spencer, 
who tested positive yesterday. I have asked my staff to place your 
testimony on our Website. It is some of the best testimony explain- 
ing what is going on in Africa, things that work, and I think the 
public should have an opportunity to read all 10 pages. 

He was — Mr. Spencer — Dr. Spencer was one of your compatriots, 
battling Ebola in West Africa, and I am sure his situation is one 
that all of your healthcare workers must fear on a daily basis. But 
the truth is that Dr. Spencer and your group and many others are 
doing one of the only things that will truly ensure the world will 
be free of Ebola. We need to support you as much as we urgently 
can, and we must do it forcefully. And we have to convince the rest 
of the world to do the same. Again, I say this is our watch. 

And to my fellow committee members and the members of this 
great Congress, it is not a time for us to move to common ground. 
We have no choice but to move to higher ground. 

And so, with that, Mr. Chairman, I look forward to the testimony 
today. And, with that, I yield back. 

Chairman ISSA. I thank the gentleman. 

All members will have 7 days to submit opening Statements for 
the record. 

And, with that, we go to our panel of witnesses. 

The Honorable Michael Lumpkin is the Assistant Secretary of 
Defense for Special Operations and Low-Intensity Conflict at the 
United States Department of Defense. 

Major General James Lariviere — or — close enough — is the Dep- 
uty Director of Politico-Military Affairs in — let’s see — ^Affairs in Af- 
rica at the United States Department of Defense. 

The Honorable John Ross — sorry. I just got off a flight. I apolo- 
gize. The Honorable John Roth is the Inspector General for the 
United States Department of Homeland Security. 

The Honorable Nicole Lurie is the Assistant Secretary for Pre- 
paredness and Response at the U.S. Department of Health and 
Human Services. 

Ms. Deborah Burger is the co-president of the National Nurses 
United. 

And Mr. Rabih Torbay is the Senior Vice President of Inter- 
national Operations at the International Medical Corps. 

Ladies and gentlemen, pursuant to the rules of the committee, 
would you please all rise, raise your right hands, and take the 
oath. 

Do you solemnly swear or affirm that the testimony you are 
about to give will be the truth, the whole truth, and nothing but 
the truth? 

Chairman IssA. Please be seated. 

Let the record reflect that all witnesses answered in the affirma- 
tive. 
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As you all can see, we have a large panel. And I know, from the 
dais, there will be many questions. So I would ask that you realize 
that your entire opening Statements will be in the record and that 
you limit your oral testimony in your opening to 5 minutes. 


WITNESS STATEMENTS 

STATEMENT OF HON. MICHAEL LUMPKIN 

Chairman ISSA. With that, Mr. Lumpkin. 

Mr. Lumpkin. Chairman Issa, Ranking Member Cummings, and 
distinguished Members of the committee, thank you for the oppor- 
tunity to be here this morning regarding the Department of De- 
fense’s role in the United States’s comprehensive Ebola response ef- 
fort, which are a national security priority in response to a global 
threat. 

Due to the U.S. military’s unique capabilities, the Department 
has been called upon to provide interim solutions that will allow 
other departments and agencies the time necessary to expand and 
deploy their own capabilities. U.S. military efforts may also galva- 
nize more robust and coordinated international effort, which is es- 
sential to contain this threat and to reduce human suffering. 

Before addressing the specific elements of DOD’s Ebola response 
efforts, I would like to share my observations of the evolving crisis 
and our increasing response. After visiting Liberia, which I re- 
turned from several weeks ago, I was left with a number of over- 
arching impressions that are shaping the Department’s role sup- 
porting USAID: 

First, our government has deployed a topnotch team experienced 
in dealing with disasters and humanitarian assistance. 

Second, the Liberian Government is doing what it can with its 
very limited resources. 

Third, the international response is increasing regionally due to 
our government’s response efforts. 

Fourth, I traveled to the region thinking we faced a healthcare 
crisis with a logistics challenge. In reality, what I found was that 
we face a logistics crisis focused on a healthcare challenge. 

Fifth, speed and scaled response matter. Incremental responses 
will be outpaced by a rapidly growing epidemic. 

Finally, the Ebola epidemic we face is truly a national security 
issue. Absent our government’s coordinated response in West Afri- 
ca, the virus’s increasing spread brings the risk of more cases here 
in the United States. 

And now I would like to turn to DOD’s role of our overall whole- 
of-government response in West Africa. 

In mid-September, President Obama ordered the Department to 
undertake military operations in West Africa in direct support of 
USAID. Secretary Hagel directed that U.S. military forces under- 
take a twofold mission: First, support USAID in the overall U.S. 
Government efforts and, second, respond to Department of State 
request for security or evacuation assistance if required. 

Direct patient care of Ebola-exposed patients in West Africa is 
not part of DOD’s mission. Secretary Hagel approved unique mili- 
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tary capabilities falling under four lines of effort: command and 
control, logistics support, engineering support, and training. 

In the last 6 weeks, DOD has undertaken a number of syn- 
chronized activities in support of these line of efforts, to include 
designating a named operation. Operation United Assistance; es- 
tablishing an intermediate staging base in Dakar, Senegal; pro- 
viding strategic and tactical airlift; constructing a 25-bed hospital 
in Monrovia; constructing up to 17 Ebola treatment units, also 
known as ETUs, in Liberia; and preparing to train local and third- 
country healthcare support personnel, enabling them to serve as 
the first responders in these Ebola treatment units throughout Li- 
beria. 

I would like to reiterate that the U.S. military personnel will not 
provide direct care to Ebola patients in West Africa. 

In addition to the activities of Operation United Assistance, the 
Department continues two enduring programs in the region: Oper- 
ation Onward Liberty, partners with armed forces of Liberia to im- 
prove their professionalism and capabilities; and we are expanding 
the regional efforts of the Department’s cooperative biological en- 
hancement program to provide robust enhancements to biosafety, 
biosecurity, and biosurveillance systems in West Africa. 

In all these circumstances, the protection of our personnel and 
the prevention of any additional transmission of the disease remain 
paramount planning factors. There is no higher operational priority 
than protecting our Department of Defense personnel. 

In conclusion, we have a comprehensive U.S. Government re- 
sponse and, increasingly, a coordinated international response. The 
Department of Defense’s interim measures are an essential ele- 
ment of the U.S. response to lay the necessary groundwork for the 
international community to mobilize its response capabilities. Now 
it is the time to devote appropriate U.S. resources necessary to con- 
tain the threat and to establish the processes for better future re- 
sponses. 

With that, I would like to introduce my colleague from The Joint 
Staff, Major General Lariviere. And we look ready to answer your 
questions and appreciate the opportunity to be here. 

[The prepared Statement of Mr. Lumpkin follows:] 
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Introduction 

Chairman Issa, Ranking Member Cumnungs, and distinguished Members of the 
Committee - thank you for the opportunity to testify today regarding the Department of 
Defense’s role in the United States’ comprehensive Ebola response efforts. As President Obama 
noted last month, the Ebola epidemic in West Africa is growing at an alarming rate. It is not 
only a global threat, but a national security priority for the United States. Due to the U.S. 
military’s unique capabilities, specifically speed and scale, the Department has been called upon 
to provide interim solutions in support of USAID’s efforts that will help give other U.S. 
Government departments and agencies the time necessary to expand and deploy their own 
capabilities. Additionally, U.S. military efforts may also galvanize a more robust and 
coordinated international effort, which is urgently needed to contain this threat and reduce 
human suffering in West Africa. 

Before addressing the specific elements of the Department of Defense’s (DoD) Ebola 
response efforts, I would like to share my observations of the evolving crisis and our increasing 
response. At the beginning of this month, United States Agency for International Development 
(USAID) Assistant Administrator Nancy Lindborg and I visited Liberia. Meeting with the 
country’s civilian and military leaders, United Nations officials, nongovernmental organizations, 
and our civilian and military responders already operating in the region, I was left with a number 
of overarching impressions that are shaping the Department’s role in our comprehensive, 
interagency response. 

First, the United States Government (USG) has deployed a top-notch team with vast 
experience in dealing with disasters and humanitarian assistance. The USAID Disaster 
Assistance Response Team is leading the USG effort to address the Ebola epidemic abroad, and 
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the Joint Force Commander is in direct support of USAID’s leading role. This collaborative 
effort is already making a difference. The interagency team has received a warm welcome from 
the Liberian government, and is synchronizing its activities with the local and international 
response efforts. 

Second, the Liberian government, although significantly overburdened by this crisis, is 
doing what it can with every resource available at its disposal. 

Third, there is little transportation or health infrastructure outside Liberia’s capital, 
Monrovia. Moreover, the existing infrastructure is in disrepair and dangerously overstressed. 
With almost 200 inches of rain each year, the roads in many locations are impassible for any 
movement beyond foot travel and - concomitantly - the Ebola virus. 

Fourth, the international response is increasing due to the USG response efforts. The 
USG, led by the Department of State’s diplomatic efforts and USAID’s engagement with 
international healthcare organizations, continues to see an upswing in international efforts, 
particularly in the wake of President Obama’s remarks last month and with the advent of the 
United Nations Mission for Ebola Emergency Response (UNMEER). 

Fifth, I traveled to the region thinking we faced a healthcare crisis with a logistics 
challenge. In reality, we face a logistics crisis focused on a healthcare challenge. The shortage 
of local transportation, passible roadways, and inadequate infrastructure to facilitate the 
movement of essential supplies and equipment are hindering the overall global community 
response to contain and combat the Ebola outbreak. This global threat, with increased 
international response efforts and contributions, can be overcome. 

Sixth, the four lines of effort requested by USAID’s Disaster Assistance Response Team 
(DART) - Command and Control, Training Assistance, Logistics Support, and Engineering 
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Support - are well within DoD’s capabilities. With the proper precautions established and 
followed, our personnel can safely deploy to the region. 

Seventh, speed and scaled response matter. Incremental responses will be outpaced by an 
epidemic growing exponentially. 

Finally, the Ebola epidemic we face is a national security issue - one that requires 
coordinated domestic and international efforts. Neither the U.S. nor the international community 
can build a moat around this issue in West Africa, and DoD’s efforts in the region are an 
essential component to contain and reduce the epidemic. Absent a USG response in West 
Africa, the virus’ increasing spread brings the risk of more cases in the U.S. 

Before summarizing DoD’s role in the USG’s USAID-led Ebola response efforts, I 
would like to thank the defense oversight committees for their recent decision to authorize 
obligation of up to $750 million of the $1 billion reprogrammed from Overseas Contingency 
Operations funding to DoD’s Overseas Humanitarian, Disaster, and Civic Aid Program. As 
many are aware, deployment funding is required immediately in order to establish support 
contracts, move forces, and create logistics networks. This obligation authority provides DoD 
the latitude it needs to undertake its response in support of USAID activities necessary over the 
next six months. 

The Department of Defense’s Role in United States Government Ebola Response Efforts 

In mid-September, President Obama ordered DoD to undertake military operations in 
West Africa to support USAID-led Ebola response efforts. The comprehensive USG response is 
predicated upon a strategy with four pillars: (1) control the outbreak, (2) mitigate second-order 
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impacts of the crisis, (3) foster coherent international leadership and response operations, and (4) 
improve mechanisms for global health security. 

As Secretary Hagel noted at the September 26* meeting of the Global Health Security 
Agenda, DoD is operating in support of USAID as part of the USG’s coordinated response to the 
Ebola Virus Disease (EVD) outbreak. The Secretary directed that U.S. military forces undertake 
a two-fold mission - first, support USAID in the overall USG efforts to contain the spread and 
reduce the threat of EVD; and, second, respond to Department of State requests for security or 
evacuation assistance if required. Direct patient care of Ebola-exposed patients in West Afiica is 
not a part of the DoD mission. 

In support of the mission’s first element. Secretary Hagel approved military activities 
falling under four lines of effort; Command and Control, Logistics Support, Engineering 
Support, and Training. 

Our first line of effort is Command and Control. On September 1 5*, Secretary Hagel 
approved a named operation, OPERATION UNITED ASSISTANCE (OUA), for U.S. military 
efforts in response to EVD. United States Afiica Command identified Major General Darryl 
Williams, the Commander of U.S. Army Africa, as UNITED ASSISTANCE’S initial 
commander. On October 25*, OUA command will transition to Major General Gary Volesky, 
the Commander of the Army’s 10U‘ Airborne Division. 

Major General Volesky and the deploying elements of his command bring not only 
significant operational capabilities to support the mission’s other lines of effort, but also the 
command-and-control structure necessary to coordinate U.S. military efforts with other entities. 
These include: other USG departments and agencies; the Government of Liberia and - in 
particular - the Armed Forces of Liberia; the United Nations, other intergovernmental 
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organizations, and nongovernmental organizations providing relief in the region; and bilateral 
partners providing a military response to the epidemic. 

Our second line of effort is Logistics Support DoD logistics activities are primarily 
improving transportation capabilities regionally and immediate care capabilities in Liberia. To 
support transportation efforts, the U.S. military has worked with regional and international 
partners to establish an intermediate staging base in Dakar, Senegal. U.S. military aircraft are 
providing strategic airlift into West Africa and tactical airlift within Liberia to move supplies and 
personnel. To support immediate care capabilities, U.S. military forces constructed a 25-bed 
hospital in Monrovia as a treatment facility for Liberia-based, non-U.S. military healthcare 
providers exposed to Ebola. This hospital will be manned by United States Public Health 
Service healthcare professionals, some of whom are already in-country. The rest will arrive in 
early November. 

Our third line of effort is Engineering Support. In this effort, we are establishing our 
joint force headquarters in Monrovia, a training facility proximate to the headquarters, and up to 
17 Ebola Treatment Units (ETUs) in Liberia at which non-U.S. military healthcare professionals 
can effectively provide care to Ebola-infected patients. U.S. military engineers are facilitating 
site selection and construction of the ETUs, and are working closely with Armed Forces of 
Liberia engineers who are committing their efforts to ETU eonstruction. 

The operation’s fourth line of effort will be Training. U.S. military personnel will train 
up to 500 healthcare support personnel at a time, enabling the healthcare workers to serve as the 
first responders in ETUs throughout Liberia. Again, U.S. military personnel will not provide 
direct care to Ebola patients in West Africa. 
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In addition to OUA’s four lines of effort, the Department continues two enduring 
programs in the region. In Liberia, OPERATION ONWARD LIBERTY, consisting of 
approximately 60 U.S. military personnel, partners with the Armed Forces of Liberia to improve 
the professionalization and capabilities of Liberia’s military. 

Regionally, we are expanding the efforts of DoD’s Cooperative Biological Enhancement 
Program (CPEB) to provide robust enhancements to biosafety, biosecurity, and biosurveillance 
systems in West Africa. The program will also seek to leverage existing partnerships with South 
Africa, Kenya, and Uganda to bolster regional capacities to mitigate threats associated with the 
current and potential future outbreaks. As an example of these efforts, CPEB has deployed two 
mobile labs to Liberia that provide diagnostic capabilities essential to containing and reducing 
EVD. These labs augment the capacity of the Liberian Institute for Biomedical Research lab, at 
which CBEP has funded the work of three experts. DoD plans to deploy four additional mobile 
labs to Liberia the first week of November. 

Throughout all of our planning and operations, the safety and well-being of our deployed 
forces remain of particular importance. The Department recently disseminated new policy 
regarding the training, screening, and monitoring DoD personnel will undergo prior to, during, 
and after deployments to West Africa. Before deployment, all persormel will receive a medical 
threat briefing covering all health threats and countermeasmes. In addition, they will receive 
information on EVD and safety precautions, prevention/protection measures, personal protective 
equipment use, and symptom recognition and monitoring. DoD medical persormel will receive 
advanced Ebola-related training, in the unlikely event they must treat our personnel possibly 
exposed to the virus. 
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During the operation, DoD personnel will be equipped based on their mission 
requirements and the likelihood of interacting with local personnel. At a minimum, DoD 
members will have advanced protective masks, gloves, personal protective suits, and sanitizer 
immediately available. DoD supervisors and healthcare workers will monitor personnel for early 
detection of possible symptoms. 

To treat DoD personnel who are injured or fall ill while deployed, we have advanced 
medical care capabilities deployed in Liberia, and are deploying additional capabilities to Liberia 
and Senegal. Should the unfortunate occur and a DoD member be exposed to Ebola, we have 
procedures in place to evacuate DoD patients to CDC-designated advanced care facilities in the 
United States. 

When the mission is complete, DoD will continue to monitor the health of our personnel. 
Within 12 hours of departure from West Africa, trained DoD healthcare personnel will interview 
and assess DoD personnel to determine possible exposure. After returning from deployment, our 
personnel will undergo twice-a-day medical monitoring for 21 days - the maximum incubation 
period of EVD. In all circumstances, the protection of our personnel and the prevention of any 
additional transmission of the disease remain paramount planning factors for U.S. military 
response efforts. 

Conclusion 

West Africa’s Ebola epidemic remains dangerous, but we have a comprehensive United 
States Government response and - increasingly - a coordinated international response to contain 
the threat and mitigate its effects. The Department of Defense’s interim measures are an 
essential element of the U S. response, without which it will be extremely difficult to block the 
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epidemic’s rapid expansion. As President Obama has noted, this global threat requires a global 
response. He has committed U.S. leadership to international Ebola response efforts, but the 
United States cannot unilaterally address the situation. Now is the time to devote appropriate 
U.S. resources - military and civilian - necessary to contain the threat, to reduce and mitigate the 
suffering of the afflicted, and to establish the mechanisms and processes for better future 
responses. 
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Chairman ISSA. Thank you. 

And I understand, General, you do not have a separate opening 
Statement. 

General Lariviere. No, sir, I do not. But I stand ready to answer 
any questions you might have. 

Chairman IsSA. Thank you. 

Mr. Roth. 


STATEMENT OF HON. JOHN ROTH 

Mr. Roth. Good morning. Chairman Issa, Ranking Member 
Cummings, and Members of the committee. Thank you for inviting 
me to testify about DHS’s management of pandemic supplies. 

DHS must have the ability to continue its operations in the event 
of a pandemic. In 2006, Congress appropriated $47 million in sup- 
plemental funding to DHS for them to plan, train, and prepare for 
potential pandemic. 

We recently conducted an audit of those efforts, focusing on the 
Department’s preparations to continue operations in achieving its 
mission should a pandemic occur. The report of our audit is at- 
tached to my written testimony that I have submitted to this com- 
mittee. 

In short, our audit concluded that DHS mismanaged their pro- 
gram in three ways. First, we found that DHS did not adequately 
conduct a needs assessment before purchasing protective equip- 
ment and antiviral drugs. 

As a result, we could not determine the basis for DHS’s decisions 
regarding how much or what types of pandemic supplies to pur- 
chase, store, or distribute. As a result, DHS may have too much of 
some equipment and too little of others. 

For example, we found that DHS has a stockpile of about 
350,000 white coverall suits and 16 million surgical masks, but 
hasn’t been able to demonstrate how either fits into their pandemic 
preparedness plans. It has a significant quantity of antiviral drugs. 
But, again, without a full understanding of the Department’s needs 
in the event of a pandemic, we have no assurance that the quantity 
of drugs will be appropriate. 

Second, DHS purchased much of the equipment and drugs with- 
out thinking through how these supplies would need to be replaced. 
The material DHS has purchased has a finite shelf life. 

For example, TSA’s stock of pandemic protective equipment in- 
cludes about 200,000 respirators that are beyond the 5-year 
usability date guaranteed by the manufacturer. In fact, the Depart- 
ment believes that their entire stockpile of personal protective 
equipment will not be usable after 2015. 

Likewise, the antiviral drugs DHS purchased are nearing the 
end of their effective life. DHS is attempting to extend that shelf 
life of these drugs through an FDA testing program, but the results 
of that are not guaranteed. 

Third, DHS did not manage its inventory of drugs or equipment. 
As a result, DHS did not readily know how much protective equip- 
ment and drugs it had on hand or where it was being stored. Drugs 
and equipment have gone missing. And, conversely, our audit has 
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found drugs in the DHS inventory that the Department thought 
had been destroyed. 

We visited multiple sites and found drugs that were not being 
stored in a temperature-controlled environment. Because DHS can- 
not be assured that they were properly stored, they are in the proc- 
ess of recalling a significant quantity of them because they may not 
be safe or effective. 

We made 11 separate recommendations. DHS has concurred with 
all of them. One of those recommendations has been fully imple- 
mented, and the Department is taking action to implement the re- 
maining ten recommendations. We will continue to keep this com- 
mittee informed about the Department’s progress. 

Mr. Chairman, that concludes my prepared Statement. I welcome 
any questions. 

[The prepared Statement of Mr. Roth follows:] 
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Good morning Chairman Issa, Ranking Member Cummings, and Members of the Committee. 
Thank you for inviting me to testify about the Department of Homeland Security’s (DHS) 
management of pandemic preparedness supplies. 

DHS must have the ability to continue its operations in the event of a pandemic. In 2006, 
Congress appropriated $47 million in supplemental funding to DHS to train, plan, and prepare 
for a potential pandemic. As a result, that year DHS began efforts to develop contingency plans 
and preparedness to be able to protect DHS personnel who may become exposed in a pandemic. 
Using the appropriated supplemental funding, DHS has acquired, stockpiled, and maintained 
protective equipment and antiviral drugs at departmental and component levels in preparation for 
a pandemic response. 

DHS’ Office of Health Affairs (OHA) and the Directorate for Management are responsible for 
organizing the Department’s pandemic preparations. These offices provide guidance to DHS 
components to enable mission readiness and protect DHS personnel during a pandemic. 

My statement today will focus on the results of our August 2014 audit of the Department’s 
management of personal protective equipment and antiviral drugs as well as DHS’ progress in 
addressing our recommendations. ' Our audit focused on the Department’s preparations to 
continue operating and achieving its mission should a pandemic occur. In short, our audit 
concluded that DHS did not adequately assess its needs before purchasing pandemic 
preparedness supplies and then did not adequately manage the supplies it had purchased. We 
made 11 recommendations to help improve the efficiency and effectiveness of the Department’s 
pandemic preparedness. 

DHS Did Not Adequately Assess Its Needs or Plan Its Acquisition of Supplies 

During our audit, we found that DHS did not adequately conduct a needs assessment before 
purchasing protective equipment and antiviral dmgs. DHS reported spending $9.5 million on 
pandemic protective equipment beginning in 2006, yet did not identify its needs for protective 
equipment. Moreover, DHS spent $6.7 million for antiviral drugs, but did not have clear and 
documented methodologies for determining the types and quantities of medication it should 
purchase. In other words, we could not determine the basis for DHS’ decisions on how much or 
what types of pandemic preparedness supplies to purchase, store, or distribute. The balance of 
the fluids was spent on pandemic research, exercises, and storage. 

By not identifying its needs, the Department cannot be sure its protective equipment stockpiles 
are adequate or determine whether it has excess supplies on hand. For example: 

• The DHS National Capital Region (NCR) pandemic stockpile contains about 350,000 
white coverall suits. Yet DHS had no justification or related documentation to support 
that this quantity and type of protective equipment was necessary for pandemic response. 


‘ DHS Has Not Effectively Managed Pandemic Personal Protective Equipment and Antiviral Medical 
Countermeasures, OlG-14-129, August 2014. 
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• The Department has a reported inventory of approximately 16 million surgical masks but 
did not demonstrate a need for that quantity of masks. 

• The Department’s NCR and component pandemic protective equipment stockpiles 
include expired hand sanitizer. Out of 4,982 bottles, 4,184 (84 percent) are expired, some 
by up to 4 years. 

• TSA’s stock of pandemic protective equipment includes about 200,000 respirators that 
are beyond the 5-year usability guaranteed by the manufacturer. TSA is sampling these to 
determine any specific problems with usability. 

In fiscal year 2009, OHA added approximately 240,000 courses of antiviral drags to the 
Department’s stockpile, again without first determining the Department’s pandemic needs. Only 
after its initial purchases did OHA prepare an acquisition management plan for antiviral drugs, 
which estimated its requirements, but it did not follow this plan. Instead, OHA acted on a senior- 
level decision to cover the DHS workforce in the event of a pandemic, but it did not provide any 
documentation demonstrating how the current stockpile of about 300,000 courses aligned with 
its pandemic needs. Without sufficiently determining its needs, the Department has no assurance 
it wilt have enough antiviral drags to maintain critical operations during a pandemic. 

DHS Does Not Adequately Manage Pandemic Preparedness Supplies 

DHS did not effectively manage and oversee its inventory of pandemic preparedness supplies, 
including protective equipment and antiviral drugs. DHS did not keep accurate records of what it 
purchased and received and did not implement sufficient controls to monitor its stockpiles. More 
specifically, the Department did not develop and implement stockpile replenishment plans, 
establish sufficient inventory controls to monitor stockpiles, conduct adequate contract oversight, 
or ensure compliance with departmental guidelines. As a result, the Department may not be able 
to provide pandemic preparedness supplies that are adequate to continue operations during a 
pandemic. 

DHS did not readily know how much protective equipment it had on hand or where the 
equipment was being stored. The Department also cannot be assured that the protective 
equipment on hand is still effective. For example, the Department’s entire respirator stockpile 
has reached, or will soon reach, the manufacturer’s date of guaranteed usability. In fact, the 
Department’s own assessment is that the entire protective equipment stockpile will not be usable 
after 2015. 

DHS also did not keep records of the protective equipment it purchased and received, and it has 
not accurately accounted for how much protective equipment it currently has in stock. There is 
departmental guidance on inventory management, but the Department and components did not 
establish and maintain accurate inventories in accordance with that guidance. This may have 
occurred because it did not use an inventory system to track and monitor protective equipment or 
perform periodic inventories of its protective equipment stockpiles. During site visits to several 
components, we identified inaccurate protective equipment inventories. 

The Department’s management of protective equipment has not been effective because it has not 
clearly designated department-level responsibility. For example, OHA and the Directorate for 
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Management interpret roles and responsibilities for administration and oversight of DHS’ NCR 
stockpile differently. Both offices acknowledged die respbnsibilities were not clearly delineated 
to guarantee coordinated management and oversight of protective equipment. 

DHS has also not effectively managed its antiviral drug stockpile. DHS decided to preposition 
some of its stockpile to component oflBces in response to the 2009 HlNl influenza pandemic. 
OHA prepositioned approximately 32,000 courses of antiviral drugs to U.S. Customs and Border 
Protection, U.S. Immigration and Customs Enforcement (ICE), the U.S. Secret Service, and 
Federal Emergency Management Agency locations. OHA did not maintain complete or accurate 
records of the quantity and destination of antiviral drugs distributed from the stockpile, and 
components did not document receipt of antiviral drugs. 

Based on our analysis of antiviral drugs sent to components, OHA and components did not have 
complete or accurate inventories of prepositioned antiviral drugs. For example; 

• OHA sent more than 1 ,500 courses of antiviral dmgs to Secret Service headquarters. 

OHA did not have records of any antiviral drugs at the Secret Service because it did not 
maintain shipment documentation. 

• At three ICE field office locations, 720 courses of antiviral drugs were incorrectly 
reported to ICE headquarters as destroyed; yet, we identified they were still in possession 
of these antiviral drug courses. 

Component headquarters did not issue guidance for their field offices or ensure proper controls 
were in place to account for the antiviral drugs after they were prepositioned. Specifically, 
components did not ensure antiviral drags were consistently stored at the correct temperatures. 
For example, at multiple sites we visited, officials said the buildings where antiviral drugs were 
being stored were not temperature controlled during evenings and weekends. Antiviral drugs 
stored incorrectly may lose effectiveness. OHA spent about $600,000 on the antiviral drugs sent 
to component field offices, but because it cannot be assured that the prepositioned antiviral drugs 
have been properly stored, it is recalling about 32,000 courses for possible destruction because of 
safety and efficacy concerns. 

DHS’ Progress in Addressing Audit Recommendations 

DHS concurred with all 1 1 of our recommendations and 1 recommendation has been fully 
implemented. The Department has agreed to make the Chief Readiness Support Officer 
responsible for the management and accountability of pandemic protective equipment. The 
Department is taking action to implement the remaining 10 recommendations. We will continue 
to keep the Committee informed about the Department’s progress. 

Mr. Chairman, this concludes my prepared statement. I welcome any questions you or other 
Members of the Committee may have. 
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OFFICE OF INSPECTOR GENERAL 

Department of Homeland Security 

Washington, DC 20528 / www.oig.dhs-gov 

August 26, 2014 

MEMORANDUM FOR: The Honorable Alejandro Mayorkas 

Deputy Secretary 
Department of Homeland Security 

Dr. Kathryn Brinsfietd 

Acting Assistant Secretary and Chief Medical Officer 
Office of Health Affairs 

FROM: John Roth 

Inspector General 

SUBJECT: DHS Has Not Effectively Managed Pandemic Personal 

Protective Equipment and Antiviral Medical 
Countermeasures 

Attached for your action is our final report, DHS Has Not Effectively Managed Pandemic 
Personal Protective Equipment and Antiviral Medical Countermeasures. We 
incorporated the formal comments from the Department in the final report. The report 
contains 11 recommendations aimed at improving the efficiency and effectiveness of 
the Department's pandemic preparations. Your office concurred with the intent of all 11 
recommendations. We consider Recommendation 9 resolved and closed. Based on 
information provided in your response to the draft report, we consider the remaining 
recommendations resolved and open. Once your office has fully implemented the 
recommendations, please submit a formal closeout letter to us within 30 days so that 
we may close the recommendations. The memorandum should be accompanied by 
evidence of completion of agreed-upon corrective actions. 

Please email a signed PDF copy of ail responses and closeout requests to 
OIG AuditsFoliow u pfigoig.dhs.gov . Until your response is received and evaluated, the 
recommendations will be considered open and resolved. 

Consistent with our responsibility under the Inspector General Act, we will provide 
copies of our report to appropriate congressional committees with oversight and 
appropriation responsibility over the Department of Homeland Security. We will post 
the report on our website for public dissemination. 

Please call me with any questions, or your staff may contact Anne L. Richards, Assistant 
inspector General for Audits, at (202) 254-4100. 
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EKecutive Symmary 

The Department of Homeland Security (DHS) supports efforts to develop and execute 
pandemic contingency plans and preparedness actions as part of the United States 
Government's pandemic preparedness strategy. A severe influenza pandemic presents a 
tremendous challenge, which may affect millions of Americans, cause significant 
illnesses and fatalities, and substantially disrupt our economic and social stability, it is 
DHS' responsibility to ensure it is adequately prepared to continue critical operations in 
the event of a pandemic. 

In 2006, Congress appropriated $47 million in supplemental funding to DHS for 
necessary expenses to plan, train, and prepare for a potential pandemic. DHS reported 
that it spent this funding on personal protective equipment, pandemic research, 
exercises, and medical countermeasures. The Department and components purchased 
personal protective equipment and medical countermeasures {specifically, antiviral 
medical countermeasures) to reduce potential effects of a pandemic and ensure the 
workforce can continue operations. We conducted an audit of the DHS pandemic 
preparedness efforts to determine if DHS effectively manages its pandemic 
preparedness supply of personal protective equipment and antiviral medical 
countermeasures. 

DHS did not adequately conduct a needs assessment prior to purchasing pandemic 
preparedness supplies and then did not effectively manage its stockpile of pandemic 
personal protective equipment and antiviral medical countermeasures. Specifically, it 
did not have clear and documented methodologies to determine the types and 
quantities of personal protective equipment and antiviral medical countermeasures it 
purchased for workforce protection. The Department also did not develop and 
implement stockpile replenishment plans, sufficient inventory controls to monitor 
stockpiles, adequate contract oversight processes, or ensure compliance with 
Department guidelines. As a result, the Department has no assurance it has sufficient 
personal protective equipment and antiviral medical countermeasures for a pandemic 
re,sponse. in addition, we identified concerns related to the oversight of antibiotic 
medical countermeasures. 

We made 11 recommendations that when implemented should improve the efficiency 
and effectiveness of the Department's pandemic preparations. The Department 
concurred with the intent of ail 11 recommendations. 


www.oig.dhs.gov 


1 


OlG-14-129 



27 



OFFICE OF INSPECTOR GENERAl 

Department of Homeland Security 


Background 

DHS pandemic preparedness strategy includes efforts to develop and execute pandemic 
contingency plans and preparedness actions. As new threats emerge, DHS must plan 
and prepare for possible disasters— both natural and manmade. One of these threats is 
a pandemic resulting from a new influenza virus. A severe influenza pandemic presents 
a tremendous challenge, which may affect millions of Americans, cause significant 
illnesses and fatalities, and substantially disrupt our economic and social stability. 

According to the Centers for Disease Control and Prevention (CDC), an influenza 
pandemic can occur when a nonhuman influenza virus is able to transmit efficiently and 
sustainably from human to human and spread globally. 

In the event of any emergency. Federal employees will be expected to continue 
operations to sustain agency functions. An influenza pandemic is not a singular event, 
but may come in waves that last weeks or months. It may also pass through 
communities of all sizes across the Nation and world simultaneously, as demonstrated 
with the 2009 HlNl influenza pandemic. The mounting risk of a worldwide influenza 
pandemic poses numerous potentially devastating consequences for critical 
infrastructure in the United States. 

DHS is responsible for ensuring it is adequately prepared to continue critical operations 
in the event of a pandemic. The Office of Health Affairs |OHA) serves as DHS' principal 
authority for alt medical and public health issues. OHA provides medical, public health, 
and scientific expertise in support of DHS' mission to prepare for, respond to, and 
recover from all threats. OHA leads the Department's workforce health protection and 
medical oversight activities and provides medical and scientific expertise to support the 
Department's preparedness and response effort. The Directorate for Management is 
responsible for implementing the Departmental occupational safety and health 
program, as well as procurement, property, equipment, and human capital for the 
Department. Within the Directorate, the Departmental Occupational Safety and Health 
office integrates safety and health principles into the management of DHS operations, 
and provides direction and advice to DHS management for occupational safety and 
health matters. 

Both OHA and the Directorate for Management are responsible for organizing pandemic 
preparations for the Department. These offices provide guidance to DHS components to 
enable mission readiness and the protection of DHS personnel during a pandemic event. 
Mission readiness for a pandemic includes having pandemic personal protection 
equipment (PPE) and antiviral medical countermeasures (MCM) to distribute and 
dispense during a pandemic. Pandemic PPE is a workplace control measure the DHS 
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workforce may use to prevent infection and reduce the spread of disease. In addition, 
the distribution and dispensing of antiviral MCM may protect DHS personnel, as well as 
critical contractors and those within DHS’ care and custody who are potentially exposed 
in a pandemic. 

In 2006, Congress appropriated $47 million in supplemental funding to DHS for 
necessary expenses to train, plan, and prepare for a potential pandemic. DHS reported 
that it spent this funding on PPE, pandemic research, exercises, and MCM. The 
Department and components purchased PPE and medication {antiviral MCM) to reduce 
potential effects of a pandemic and ensure the workforce can continue operations. 

Using the appropriated supplemental funding, DHS has maintained PPE and antiviral 
MCIVI stockpiles at both the departmental and component levels in preparation for a 
pandemic response. Specifically, DHS has a PPE stockpile held at a Federal Emergency 
Management Agency (FEMA) distribution center and multiple component locations. 
Stockpiles of antiviral MCM are held at a Department of Health and Human Services 
(HHS) facility and multiple component locations. 

We conducted an audit of the DHS pandemic preparedness efforts to determine if DHS 
effectively manages its pandemic preparedness supply of PPE and antiviral MCM. As 
part of this audit, we also identified concerns related to oversight of antibiotic MCM, 
which was outside our audit scope. 

Results of Audit 

DHS did not adequately conduct a needs assessment prior to purchasing PPE and MCM 
for pandemic preparedness. DHS did not effectively manage the inventory of pandemic 
preparedness supplies it purchased. Specifically, it did not have clear and documented 
methodologies for the types and quantities of PPE and MCM purchased for workforce 
protection. The Department also did not develop and implement stockpile 
replenishment plans, sufficient inventory controls to monitor stockpiles, adequate 
contract oversight processes, or ensure compliance with Department guidelines. As a 
result, the Department has no assurance that it has sufficient PPE and MCM for DHS 
employees to continue operations. DHS also has no assurance that the supplies on hand 
remain effective. As part of our audit work, we also identified concerns related to 
oversight of antibiotic MCM. 

Needs Assessment for Pandemic Preparedness Supplies 


DHS did not effectively determine its need for pandemic preparedness supplies 
prior to purchasing those supplies. Specifically, it did not identify its PPE needs or 
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its needs for antiviral MCM, have clear and documented methodologies for the 
types and quantities of equipment purchased, have stockpile replenishment 
plans for either PPE or MCM, or implement sufficient inventory controls to 
monitor the stockpiles. Much of the PPE DHS purchased is past the 
manufacturers' date of guaranteed usability and most of the MCM purchased is 
now nearing the manufacturers' expiration date.^ As a result, DHS and 
components may not have sufficient PPE or MCM to provide to the workforce 
during a pandemic. 

Personal Protective Equipment Planning 

Prior to purchasing PPE, the Department did not identify the type and quantity 
needed to continue operations during a pandemic. DHS reported spending $9.5 
million on pandemic PPE beginning in 2006 for its headquarters and 
components, yet did not develop a life cycle management pian.^ PPE purchases 
included respirators, surgical masks, gloves, goggles, hand sanitizer, and coverall 
suits. DHS and components did not have clear and documented methodologies 
for determining the types and quantities of equipment they needed. By not 
identifying its needs, the Department cannot be sure its PPE stockpiles are 
adequate or determine if it has excess supplies on hand. For example; 

• The DHS National Capital Region (NCR) pandemic stockpile contains 
about 350,000 white coverall suits. No justification or related 
documentation was available to support that this quantity and type of 
PPE was necessary for pandemic response. 


‘ Based on the manufacturer's experience, the filter media in the respirators retains its filtration 
performance in accordance to stated National institute for Occupational Safety and Health certification 
for 5 years from the date of manufacture. 

" A life cycle management plan is a documented process to acquire, maintain, and ultimately dispose of a 
product or service. 
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Source: OIG photo 

One of 432 pallets of coverall suits at the DHS NCR PPE stockpile. 

• The Department has a reported inventory of approximately 16 million 
surgical masks without demonstrating a need for that quantity of masks. 



Source: OIG photo 

An aisle of the DHS NCR PPE stockpile containing nitrile gloves, surgical masks, 
respirators, and coverall suits. 

The Department also did not develop alternative use or rotation plans for 
headquarters and component PPE stockpiles. The Department's entire respirator 
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stockpile has reached, or will soon reach, the manufacturer's date of guaranteed 
usability. In fact, the Department's own assessment is that the entire PPE 
stockpile will not be usable after 2015. During site visits, we identified the 
following: 

• The Transportation Security Administration's (TSA) stock of pandemic PPE 
includes about 200,000 respirators that are beyond the S-year 
manufacturer's guaranteed usability. TSA is conducting sampling of its 
PPE to identify any specific problems with its usability. However, TSA 
officials said they will maintain existing stock and may use it for 
"employee comfort." 



Source: OIG photo 

There were 62,000 surgical masks designated for pandemic use at a TSA warehouse. 


• The Department's NCR and component pandemic PPE stockpiles include 
expired hand sanitizer. Out of 4,982 bottles, 4,184 (84 percent) are 
expired, some by up to 4 years. 
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Source: OIG photo 

Pallet in DHS NCR stockpile of hand sanitizer that expired in February 2010. 


Antiviral Medical Countermeasures Planning 

In fiscal year (FY) 2009, OHA purchased approximately 240,000 courses of 
antiviral MCM on behalf of the Department, without first determining the 
Department's pandemic needs,^ After its initial purchases, OHA prepared an 
acquisition management plan for antiviral MCM, which estimated its 
requirements. However, OHA did not follow this plan, instead, OHA acted on a 
senior-level decision establishing 110 percent coverage of the DHS workforce. ' 
The Department has not provided any documentation demonstrating how the 
current stockpile of approximately 300,000 courses aligns with its pandemic 
needs. 

Since FY 2009, OHA has purchased additional antiviral MCMs without 
reevaluating the stockpile quantity for reasonableness. OHA conducted periodic 
data calls to components to identify mission-critical employees. However, OHA 
did not document how the information was used to ensure its stockpile of 
antiviral MCM would be sufficient to meet its needs. 


’ A course is a series of doses administered to a single individual over a designated period. The DHS 
antiviral MCM stockpile contains Tamiflu and Relenza. 

The DHS workforce includes critica! contractors and people under DHS' care and custody. It does not 
include the United States Coast Guard {USCG) because the USC6 maintains its own IViCM program and 
stockpile. 
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Without sufficiently determining its needs, the Department has no assurance it 
will have an adequate amount of antiviral MCM to maintain critical operations 
during a pandemic. Also, it cannot ensure previous and future purchases of 
antiviral MCM are an efficient use of resources. OHS acquired most of its 
stockpile of antiviral MCM in FY 2009, but did not implement an acquisition 
management plan that included a strategy for replenishment. Having an 
acquisition management plan would ensure its stockpile continued to meet its 
needs. As a result, about 81 percent of its stockpile will expire by the end of 2015 
(shown in table 1). DHS recently spent about $760,000 on an additional purchase 
of 37,000 antiviral MCM courses, yet had still not demonstrated how that 
purchase met its needs. 

OHA is applying for a shelf-life extension with the Food and Drug Administration 
(FDA) to extend the expiration dates on the antiviral MCM expiring in 2015, 
specifically Tamiflu, in the DHS stockpile. We applaud their effort and encourage 
this process, as it reduces the resources needed to replace expiring drugs and 
would extend their Tamiflu stockpile expiration until 2018, However, OHA has 
not yet been granted an extension. Even with the extension, this may not fulfill 
the DHS requirements if a pandemic event occurs. 


Table 1. Courses of DHS Antiviral Medical Countermeasures Expiring in 2015 


Antiviral MCM 

1 

' citmnt Antiviral 
MCM Stockpile 

Antiviral MCM 
Expiring in 
« » 2015 

Percent of 
Antiviral MCM 
Expiring in 2015 , 

Tamiflu 

192,272 

192,272 

100% 

Relenza 

103,734 

47,472 

46% 

Totals 

296,006 

239,744 

81% 


Source: OIG analysi.; 


Management of Pandemic Preparedness Supplies 

DHS did not effectively manage and oversee its inventory of pandemic 
preparedness supplies, including PPE and antiviral MCM. Specifically, DHS did 
not keep accurate records of what it purchased and received and did not 
implement sufficient controls to monitor its stockpiles. As a result, DHS may not 
be able to provide sufficient pandemic preparedness supplies to its employees to 
continue operations during a pandemic. 
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Personal Protective Equipment Oversight 

DHS did not have proper oversight of its pandemic PPE supplies. It did not keep 
records of what it purchased and received, and it has not accurately accounted 
for hovi/ much PPE it currently has in stock. There is departmental guidance on 
inventory management; however, the Department and components did not 
establish and maintain accurate inventories in accordance with that guidance. 
This condition may have existed because the Department and components did 
not use an inventory system to track and monitor PPE or perform periodic 
inventories of their PPE stockpiles. For example, the Department lost a 
secondary PPE stockpile, once located in Washington, DC, containing 25,000 
surgical masks and hand sanitizer. A Federal Government office building in 
Washington, DC received this stockpile in 2009, but officials were unable to 
locate the stockpile for this audit and reported it as lost. Additionally, at a site 
visit to the OHS NCR stockpile at a FEMA distribution center, we found inventory 
discrepancies as seen in table 2. 


Table 2. Analysis of DHS National Capital Region Stockpile 

rr: r—c c l 


Perunal Prote'dhre 
Ectutpment Item 

FEMA Distribution 
Cents r Inventory 
4l«.20;t3 

OIG Venfifd 
Count Aug 
ZOli 

O1..1 r> p III' V 

Model 9210 Respirators 

Not on Inventory 

4,800 

4,800 

Model 1860 Respirators 

919,080 

928,320 

9,240 

Coverall Suits 

367,800 

356,400 

-11,400 

Hand Sanitizer (8 oz.S 

Not on Inventory 

784 

784 

Protective Goggles 

23,214 

20,312 

-2,902 


Source-. OIG analysis 


We also identified inaccurate inventories at component offices. United States 
Immigration and Customs Enforcement |ICE), National Protection and Programs 
Directorate (NPPD), and TSA did not establish an inventory of the initial stock 
they received from the Department. Subsequent attempts to inventory their 
pandemic PPE were not accurate. ICE and TSA officials reported unknown 
quantities of PPE may have been disposed of, but we could not verify this report 
since the components had not performed an earlier inventory. In fact, at some 
ICE and United States Secret Service |USSS) locations, PPE was distributed to 
employees without any tracking or record keeping. 

Management of the Department's pandemic PPE has not been effective because 
responsibility at the departmental level has not been clearly designated. The 
Directorate for Management and OHA have different interpretations regarding 
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the roles and responsibilities for administration and oversight of DHS' NCR 
stockpile. Both offices acknowledged that there is no clear delineation of 
responsibilities necessary to guarantee successful coordination of the 
management and oversight of pandemic PPE. They have agreed to clarify their 
roles. Without delineated roles, proper management, accountability, and 
oversight of the Department's pandemic PPE cannot occur. 

Antiviral Medical Countermeasures Inventory Management 

DHS decided to pre-position some of its stockpile to component offices in 
response to the HlNl influenza pandemic in 2009. OHA pre-positioned 
approximately 32,000 courses of antiviral MCMs to U.S. Customs and Border 
Protection (CBP), ICE, USSS, and FEMA locations. OHA did not maintain complete 
or accurate records of the quantity and shipped location of MCM distributed 
from the stockpile, and components did not document receipt of MCM. 

In 2010, OHA requested component inventories, but did not validate the 
reported information. OHA cannot account for nearly 6,200 courses of antiviral 
MCM pre-positioned with the components (see table 3), During our review, we 
were afaie to locate more than 4,000 courses of antiviral MCM; however, more 
than 2,000 courses remain missing. 


Table 3. Analysis of OHA and Component Antiviral Medical Countermeasures 
Inventories 


Cotnponr<nt 

Courses 
Shipped by 
HHS 

Courses 
Reported to 
OHA by 
Components 

■ "Net 
Adjustments 
from OIG 
Validation 

Courses 

Missing 

CBP 

24,192 

20,275 

2,040 

1,877 

FEMA 

144 

144 

0 

0 

ICE 

6,240 

5,496 

696 

48 

USSS 

1,536 

0 

1,406 

130 

Grand Total 

32,112 

. 25,915 

• 4,142 

2,055 

1 Total Unknown to OHA "? 


G,1‘J7 


Source: 0!G analysis 


Based on our analysis of antiviral MCM sent to components, OHA and 
components did not have complete or accurate inventories of pre-positioned 
antiviral MCM. Specifically, we identified the following: 
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• OHA sent more than 1,500 courses of antiviral MCM to the USSS 
headquarters. OHA did not have records of any MCM at USSS because it 
did not maintain shipment documentation. 

» OH A sent 590 courses of antiviral MCM to eight CBP field offices, of 
which CBP headquarters was unaware because it did not monitor 
antiviral MCM until 2012, 

• At two CBP locations, we found inventory discrepancies including one 
location that reported 90 courses, but actually had 1,344; and another 
location reported 330, but actually had 528. 

® At three ICE field office locations, 720 courses of antiviral MCM were 
incorrectly reported to ICE headquarters as destroyed; yet, we identified 
they were still in possession of these MCM courses. 

Interagency Agreement Oversight 

OHA had interagency agreements (lAA) with HHS for the storage and logistics of 
the majority of its antiviral MCM. However, OHA did not ensure proper contract 
administration and oversight. Specifically, there was no documentation that the 
contract performance was routinely monitored. Only one inspection was 
documented during the entire contract period. The most recent contracting 
officer's representative (COR) was unaware of his appointment and did not fulfill 
his duties for more than 7 months. This occurred because the program office 
responsible for designating the COR did not notify the COR of his appointment 
and responsibilities. 

COR oversight is essential to ensuring that goods are received and services are 
performed in accordance with the statement of work. However, OHA has paid 
HHS without ensuring it received goods and services. We notified OHA of this 
problem, and OHA has since designated a COR and issued an appointment letter 
outlining COR duties and responsibilities. 

Antiviral Medical Countermeasures Guidance and Monitoring 

OHA issued guidance that pre-positioned antiviral MCM was to be securely 
stored in remote locations with limited or no immediate access to medical care, 
properly dispensed, and kept in a temperature-controlled environment. 
However, CBP, ICE, and USSS did not follow OHA's guidance on pre-positioning 
antiviral MCM in remote locations, and OHA did not enforce this requirement. 
Instead, OHA allowed components to store antiviral MCM in major metropolitan 
areas like Boston, MA; Chicago, IL; Denver, CO; Miami, Ft; and Washington, DC. 
For example, ICE requested that OHA send an equal amount of antiviral MCM to 
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locations nationwide, regardless of the size of the office or of its remote 
location. 

Neither OHA nor components provided documented guidance regarding how to 
properly secure the antiviral MCM. This contributed to the ineffective 
management of the antiviral MCM and diminished the Department's ability to 
continue critical operations during a pandemic. For example, ICE was missing 48 
courses of antiviral MCM at two of its locations. ICE headquarters cannot 
account for what happened to the missing courses of antiviral MCM. We visited 
one of these offices and found that the medication was in an unsecured office 
storage room. 

In addition to missing antiviral MCM, USSS may have improperly dispensed 130 
courses of antiviral MCM to its employees to treat influenza in 2009. USSS could 
not provide any documentation, as required, to show they were dispensed. OHA 
officials said components were not authorized to dispense the antiviral MCM. 
OHA did not maintain records of MCM at USSS, and it may not have provided 
guidance on proper dispensing protocols to USSS. 

OHA also had no assurance that components stored antiviral MCM at the proper 
temperature and did not monitor components to ensure MCMs were stored in 
continuously temperature-controlled environments. OHA's 2009 guidance for 
antiviral MCMs outlined the requirements for storage temperature, but it did not 
have monitoring requirements for components to ensure the antiviral MCM 
were stored properly. 

Additionally, component headquarters did not issue guidance for their field 
offices or ensure proper controls were in place to account for the antiviral MCM 
after it was pre-positioned. Specifically, components did not ensure antiviral 
MCM were consistently stored at the correct temperatures. For example, at 
multiple sites we visited, officials said the buildings where antiviral MCM were 
being stored were not temperature controlled during evenings and weekends. 
OHA spent approximately $600,000 on the antiviral MCM sent to component 
field offices. OHA does not have assurance that the pre-positioned antiviral MCIVI 
have been properly stored. Therefore, it is in the process of recalling 
approximately 32,000 courses of antiviral MCM for possible destruction due to 
concerns about safety and efficacy. 

Additional Observation 

Although antibiotic MCM was outside the scope of our audit, we have similar 
concerns regarding the effectiveness of CBP's monitoring of its antibiotic MCM. 
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During four of our CBP site visits, we observed antibiotic MCM stored alongside 
antiviral MCM. CBP MCM monitoring relies on the self-reported inventories, 

which do not contain storage conditions at field offices. This monitoring is 
insufficient to ensure pre-positioned antibiotic MCM are being stored according 
to requirements. As a result, the usability of its stockpile of more than 88,000 
courses of antibiotic MCM, valued at $5 million, may be questionable. 

OHA has agreements in place with most components giving them the 
responsibility to properly store antibiotics and outlining requirements to 
maintain the antibiotics. During our audit, we observed inadequate monitoring 
of storage conditions only at CBP. However, we urge OHA to ensure there is 
proper management and oversight of the Department's pre-positioned antibiotic 
MCM and that components comply with all storage requirements. 

Recommendations 

We recommend that the Deputy Secretary; 

Recommendation #1: 

Identify and designate an office responsible for the management and 
accountability of pandemic PPE. 

We recommend the office designated for the management and accountability of 
pandemic PPE; 

Recommendation #2: 

Develop a strategy for management, storage, and distribution of pandemic PPE. 
Recommendation #3: 

Implement an inventory system for the current inventory and future inventories 
of pandemic PPE. 

Recommendation #4: 

Work with components to establish a methodology for determining sufficient 
types and quantities of pandemic PPE to align with the department-wide 
pandemic plan. 
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Recommendation #5: 

Have components implement inventory control procedures for pre-positioned 
pandemic PPE to monitor stockpiles, track shipments, and ensure compliance 
with departmental guidance. 

We recommend the OHS MClVl Working Group and OHA: 

Recommendation #6: 

Determine requirements of antiviral MCM for the Department to maintain 
critical operations during a pandemic. 

We recommend OHA: 

Recommendation #7; 

Create an antiviral MCM Acquisition Management Plan to include: 

a) a methodology for determining the ideal quantity of antiviral MCM 
OHA will stockpile and how frequently it will be reevaluated; 

b) a replenishment plan; and 

c) inventory tracking, reporting, and reconciliation procedures for 
existing stockpile and new antiviral purchases. 

Recommendation #8: 

Revise procedures to ensure proper contract oversight by government 
employees for management of its MCM support service contracts and ensure 
the contracting officer's representatives follow procedures. 

Recommendation #9: 

Finalize and issue antiviral MCM guidance on the storage conditions, security, 
and distribution for antiviral MCM for all components. 

Recommendation #10: 

Finalize the antiviral MCM recall it has initiated on the C8P, ICE, FEMA, and USSS 
inventories. 
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Recommendation #11: 

Collaborate with CBP to determine the safety and effectiveness of the antibiotic 
MCM that have been stored alongside their antivirals. 

Management Comments and OIG Analysis 

In its response to our draft report, the Department concurred with the intent of 
all 11 recommendations. It identified issues it believed were not appropriately 
characterized, which are addressed below. The Department expressed concern 
that we overemphasized the role of PPE and MCM, which they view as the iast in 
a hierarchy of controls. During the audit, we did review the hierarchy of controls 
including engineering controls, administrative controls, PPE, and MCM. The audit 
focuses on PPE and MCM due to the extensive governmental resources 
dedicated to purchasing materials and drugs in both areas. In addition, according 
to the DHS Chief Medical Officer, "the MCM Program plays a vital role in 
protecting our workforce and ensures that the Department's operational and 
headquarters components have the capability and the resources to continue to 
fulfill our mission during a major incident.” We were unable to include 
information on engineering controls because the Department could not provide 
documentation to demonstrate this control was used. According to DHS officials, 
no funding has been allocated for engineering controls, such as physical barriers. 
We also considered the potential impact of administrative controls, specifically 
telework. At the time of our audit, less than 5 percent of DHS employees actually 
teleworked and approximately 30 percent of DHS employees were in positions 
that are capable of telework. Many of DHS employees conduct operations, such 
as passenger screening, that are not suitable for telework. Therefore, while there 
are alternative controls, we chose to focus on where DHS has inve.sted its 
resources and on the controls within the hierarchy that would be critical in 
allowing DHS operations to continue during a pandemic. 

In auditing PPE and MCM, the OIG relied on HHS, FDA, CDC, manufacturer 
information, and DHS's medical, safety and health professionals as outlined in 
the report. The Department headquarters' entire respirator stockpile has 
reached, or will soon reach, the manufacturer's date of guaranteed usability. 
According to a Departmental safety and health official, "although periodic 
sampling by DHS professional occupational safety and health per sonnel could 
establish whether it remained usable. Management has determined the best 
alternative is to standardize the pandemic PPE supply chain and discontinue 
headquarters' reliance on current stockpiles and dispose of them by the end of 
2015." At the time of the audit, DHS provided no documentation on plans to 
replace their current PPE stockpile by 2015 and the funding to accomplish such a 
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task. The audit found that DHS and components do not know where PPE is 
located, how much it has, and the usability of the stockpiles that exist. Although 
DHS has identified PPE and MCfyl as the least effective controls, it has invested 
millions in purchasing these resources without determining the quantities 
needed for a pandemic response. According to DHS, it is not required under the 
Occupational Safety and Health Administration to provide PPE supplies to its 
personnel; however, it has elected to do so in its own planning requirements. 
DHS should ensure it has sufficient supplies to fulfill its requirements and that 
the supplies are in working condition. 

In addressing MCM, OHA has taken steps with the FDA to use the Shelf-Life 
Extension Program (SLEP), which can save valuable resources by extending 
expiration dates on drugs still found to be effective. We applaud their effort and 
encourage this process, as it reduces the resources needed to replace expiring 
drugs, However, OHA needs to ensure that it properly identifies the drugs that 
receive such an extension. OHA improperly identified in its response that it had 
been granted an FDA extension for its antiviral MCM, The FDA has not approved 
the specific drugs OHA has in its strategic stockpile that are due to expire next 
year. During meetings with the Department, they confirmed they did not have 
an FDA extension for their stockpile. 

The plans in place when the audit was initiated were the 2009 HlNl plans for 
both the Department and the components. The Department was in the process 
of updating its pandemic plans, so we were unable to review those as part of this 
initial audit. The Department's pandemic planning efforts will be addressed in an 
upcoming audit. 

Recommendation #1: Concur. The Office of the Under Secretary for 
Management designated the DHS Office of the Chief Readiness Support Officer 
as being responsible for the management and accountability of pandemic PPE 
effective January 2014. We request that OIG consider this recommendation 
resolved and closed. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides evidence that the Chief Readiness Support 
Officer has been designated as being responsible for the management and 
accountability of pandemic PPE effective January 2014. The Department should 
also provide a copy of the new policy memo, once implemented. 

Recommendation #2: Concur. The DHS Chief Readiness Support Officer issued a 
Pandemic Logistics Support Plan Charter on May 30, 2014. This charter 
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establishes the framework for the development of a Department pandemic 
logistics support plan for pandemic PPE. A Pandemic Logistics Integration Team 

(iTeam) has also been established with representation from DHS Components 
and pandemic PPE requirements have been drafted. Estimated Completion Date 
(ECD): September 30, 2014. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy of the strategy for management, 
storage, and distribution of pandemic PPE developed by the Pandemic Logistics 
Integration Team. We will close this recommendation upon determining that the 
evidence provided meets the intent of this recommendation. 

Recommendation #3: Concur. Members of the Pandemic Logistics iTeam are 
reviewing the application of the Department's existing personal property 
inventory management systems for establishing management and inventory 
controls for pandemic PPE. The current pandemic PPE inventories are being 
distributed within DHS where operational requirements can be augmented; 
remaining items will be surplused in accordance with Federal and Department 
requirements and standards. ECD: September 30, 2014. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy of the implementation plan including 
the inventory system for the current inventory and future inventories of 
pandemic PPE developed by the Pandemic Logistics Integration Team. We will 
close this recommendation upon determining that the evidence provided meets 
the intent of this recommendation. 

Recommendation #4: Concur. Work is underway. A workgroup has been 
established under the Pandemic logistics iTeam to develop PPE requirements 
using an employee risk based approach supporting work place controls. ECD: 
September 30, 2014. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy of the workgroup's plan establishing 
a methodology for determining sufficient types and quantities of pandemic PPE 
to align with the department-wide pandemic plan. We will close this 
recommendation upon determining that the evidence provided meets the intent 
of this recommendation. 
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Recommendation #5: Concur. This is in the planning stage. A policy and 
standards workgroup is being established under the Pandemic Logistics iTeam to 
establish PPE control procedures and standards. ECD: September 30, 2014. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy of the workgroup's plan 
implementing inventory control procedures for pre-positioned pandemic PPE to 
monitor stockpiles, track shipments, and ensure compliance with departmental 
guidance. We will close this recommendation upon determining that the 
evidence provided meets the intent of this recommendation. 

Recommendation #6: Concur. Concur. OHA continues to solicit, receive, and 
address DHS component MCM needs and requirements as a standing agenda 
item during the monthly MCM Working Group meeting, and as a key element of 
the MCM Quarterly Reports, OHA prepares and distributes as part of the MCM 
program. Additionally, DHS is working with CDC on an interagency process to 
define antiviral stockpiling needs on behalf of the entire Federal Government. 

We request that 016 consider this recommendation resolved and closed. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy of the workgroup's plan outlining the 
determination of requirements of antiviral MCM for the Department to maintain 
critical operations during a pandemic. We will close this recommendation upon 
determining that the evidence provided meets the intent of this 
recommendation. 

Recommendation #7: Concur. An MCM Integrated Logistics Support Program 
has been drafted and is currently in DHS clearance. Completion of the MCM 
Integrated Logistics Support Program will address all three elements of this 
recommendation. ECD: September 30 , 2014 . 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy of the Integrated Logistics Support 
Program addressing all three elements of this recommendation. We will close 
this recommendation upon determining that the evidence provided meets the 
intent of this recommendation. 

Recommendation #8: Concur in principle. Existing procedures as described in 
the Homeland Security Acquisition Regulation, Homeland Security Acquisition 
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Manual, the DHS Office of Procurement Operations contracting officer's 
representative guidebook and component-specific procedures addressing 
contracting officer's representative duties and responsibilities are adequate for 
ensuring proper contract oversight, but these procedures were not followed 
consistently in the administration of MCM support service contracts. Since DIG 
identified findings concerning inadequate oversight, OHA has taken steps to 
ensure that highly qualified contracting officer's representatives are assigned to 
all MCM support service contracts. These employees provide direct and 
comprehensive oversight of each aspect of the MCM project including detailed 
governance over all related contract support. We request that OIG consider this 
recommendation resolved and closed. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy of the revised procedures to ensure 
proper contract oversight by government employees for management of its 
MCM support service contracts and ensure the contracting officer's 
representatives follow procedures. We will close this recommendation upon 
determining that the evidence provided meets the intent of this 
recommendation. 

Recommendation #9: Concur. Storage and security guidance MCM standard 
operating procedures initially released in 2010 have been updated and 
expanded, and provided to component MCM planners. They have also been 
posted to the DHS Connect Intranet MCM page. We request that 016 consider 
this recommendation resolved and closed. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. The Department provided supporting 
documentation on storage and security guidance MCM standard operating 
procedures that have been updated and expanded, and provided to component 
MCM planners. This documentation was sufficient to close this recommendation. 
This recommendation is resolved and closed. 

Recommendation #10: Concur. The recall is complete. OHA recently received a 
confirmation letter, dated July 7, 2014, from the HHS storage facility advising 
that all antiviral lots had been returned. We request that OIG consider this 
recommendation resolved and closed. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides a copy that ail antiviral MCM shipped to the 
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field locations has been returned. There are still 1,071 courses of antiviral MCM 
sent from the field that have not been returned to the HHS facility. There were 
five locations that did not return any of the antiviral MCM they were shipped, 
and there were eight locations that did not return the full amount of the MCM 
that was originally shipped. This recommendation cannot be closed until OHA 
locates the remaining courses or documents that those courses have been lost 
and provides documentation in either case. We will close this recommendation 
upon determining that the evidence provided meets the intent of this 
recommendation. 

Recommendation #11: Concur. OHA continues to collaborate with all DHS 
Components to include U.S. Customs and Border Protection, through the MCM 
Working Group, to validate the safety and effectiveness of MCM, DHS employs 
the approved SLEP in close coordination with the FDA and the U.S. Department 
of Defense, To date, ten lots of antibiotic MCM have been submitted to SLEP for 
testing and of those for which testing has been completed all have been found to 
remain efficacious resulting in a cost avoidance of $5.1 million to the 
Department. 

In addition to extending the shelf life, the SLEP testing verifies the safety/efficacy 
of MCM that may have been stored improperly (outside of the manufacturer's 
temperature range). In one instance, 5,450 bottles of antibiotics were exposed 
to a temperature spike over 100 degrees Fahrenheit for an unknown duration. 
The lot was submitted to SLEP to test for continued efficacy. It was found to be 
still safe and effective for use, and it was returned to the DHS stockpile. 

Additionally, on July 7, 2014, OHA provided procedural guidance to DHS 
Components regarding MCM on measures to ensure the safety and effectiveness 
of medications, including antibiotics, in the MCM Program. We request that OIG 
consider this recommendation resolved and closed. 

OIG Analysis: The Department's response to this recommendation addresses the 
intent of the recommendation. This recommendation is resolved and will remain 
open until the Department provides documentation on how it is validating the 
safety and effectiveness of the MCM. We will close this recommendation upon 
determining that the evidence provided meets the intent of this 
recommendation. 
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Appendix A 

Objectives, Scope, and Methodology 

The DHS OIG was established by the Homeland Security Act of 2002 (Public Law 107- 
296) by amendment to the Inspector Genera! Act of 1978. This is one of a series of audit, 
inspection, and special reports prepared as part of our oversight responsibilities to 
promote economy, efficiency, and effectiveness within the Department. 

We conducted an audit of the DHS pandemic preparedness efforts to determine if DHS 
effectively manages its pandemic preparedness supply of PPE and antiviral MCM. To 
achieve our audit objective, we identified and reviewed applicable Federal laws, 
regulations, and DHS policies and procedures regarding pandemic preparedness. The 
audit covered DHS pandemic efforts from FY 2006 through April 2014. 

We interviewed DHS officials within the Directorate for Management, the Office of 
Operations Coordination and Planning, OHA, and some components responsible for 
pandemic preparedness planning, administration, oversight, and management. 
Specifically, we met with component officials from CBP, FEMA, ICE, TSA, USC6, HPPD, 
U.S. Citizenship and Immigration Services (USCIS), and USSS. We also interviewed 
personnel at HHS. 

We met with Department officials to determine which offices were responsible for 
pandemic preparedness planning, management, and oversight to ensure workforce 
protection. We interviewed DHS officials within the Directorate for Management, the 
Office of Operations Coordination and Planning, and OHA responsible for pandemic 
preparedness planning, administration, oversight, and management. We also met with 
HHS personnel who conduct the storage and logistics of the DHS antiviral MCM stockpile 
as part of the !AA. Finally, we interviewed DHS employees from component 
headquarters and field offices of CBP, FEMA, ICE, TSA, the USCG, NPPD, USCIS, and 
USSS. 

To determine if DHS effectively manages its pandemic PPE, we reviewed what plans and 
guidance DHS had for the types and quantities of PPE, for the alternative use or rotation 
of the equipment, and for distribution of PPE to components. We assessed the accuracy 
of DHS inventories by conducting a judgmental sample of site visits and a physical 
verification of onsite equipment. Specifically, vre visited pandemic PPE stockpiles for the 
NCR at a FEMA distribution center and at ICE, USSS, TSA, and NPPD locations and 
documented storage conditions and discrepancies between inventories and quantities 
onsite. We assessed DHS oversight of its pandemic PPE stockpile by determining how 
DHS tracked and monitored PPE, conducted periodic inventories of their PPE stockpiles. 
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and delineated the roles and responsibilities between DHS offices. See table 4 for the 
offices we visited that possessed PPE. 


Table 4. Personal Protective Equipment Site Visits 


Component 

Number of Locations 

FEMA 

4 

ICE 

5 

NPPD 

2 

TSA 

5 

USSS 

3 


Source: OIG 


To determine if DHS effectively manages its pandemic preparedness supply of antiviral 
MCM, we determined whether OHA created plans for its acquisition and inventory 
management. We evaluated the guidance OHA issued on appropriate storage and 
distribution of antiviral MCM. We assessed OHA oversight of its antiviral MCM stockpile 
by determining how OHA tracked and monitored antiviral MCM, conducted inventories 
of the antiviral MCM stockpiles, and ensured performance of COR responsibilities. We 
assessed the accuracy of OHA and component antiviral MCM inventories by comparing 
their inventories with the shipping data from HHS. In addition, we reviewed the 
accuracy of component headquarters’ inventories of antiviral MCM stockpiled at their 
offices by conducting a judgmental sample of site visits and a physical verification of the 
medication on site. Specifically, we visited antiviral MCM stockpiles at an HHS storage 
facility and at ICE, CBP, NPPD, and USSS locations, and documented storage conditions 
and discrepancies between inventories and quantities on site. See table 5 for the offices 
and locations we visited. 


Table 5: Medical Countermeasures Site Visits 




C8P 

14 

FEMA 

1 

ICE 

12 

NPPD 

1 

TSA 

1 

USCG 

1 

USCIS 

1 

USSS 

2 


Source: OIG 


We relied on components and DHS headquarters to provide us counts of their pandemic 
PPE and antiviral MCM stockpiles, which were not complete and accurate. We 
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performed physical verification by sampling inventories at the headquarters level, as 
well as at component headquarters and field office locations selected. We also 
compared original order and shipment information for antiviral MCM with OHA and 
component inventories and were able to identify quantities that were in undocumented 
locations or missing. The evidence from testing the inventories through our physical 
verification during site visits and analysis of data was sufficient and adequate for the 
purposes of meeting our audit objective and supporting our audit findings. 

We conducted this performance audit between July 2013 and April 2014 pursuant to the 
Inspector General Act of 1978, as amended, and according to generally accepted 
government auditing standards. Those standards require that we plan and perform the 
audit to obtain sufficient, appropriate evidence to provide a reasonable basis for our 
findings and conclusions based upon our audit objectives. We believe that the evidence 
obtained provides a reasonable basis for our findings and conclusions based upon our 
audit objectives, 
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Appendix B 

Management Comments to the Draft Report 

T'.S. li-ysu-i'-'iHsj Sjrariiy 

?X' Jn.l 'S 

Homeland 

Security 


July J 8, 2014 


MliMORANDUM FOR: 


FROM; 


SUBJECT: 


'Thank 'vou for the opponiinhy (o an.d comment on this d'raTl I'Fc U,S. Ikpnttmcnt 
of I lomcland Security (Df IS) appiecbtes the Oflice of InsjKCtor CicncraEs (CRTs) work in 
planning and conducSing its j-evievv and issuing this report. 

I.)!I.S agrycii with the Inlenl of all 1 1 rocommendalioJi'S onlliiK'd in the tiraii rcpt:,>rt. Uic 

DepaiunenJ Is concerned that OlCi ha*? not appropriately characterized a innn^r of issues 
dbi:itissed in tlie repofi, resulting in a misa'pre.seniation of the i.ni'orinafion and snddence th.a?. 

Ul IS pmgnini officials ami subject rmitter experts provided to the awiitors during the audit, and 
of the I)HS pandenik prqKiredness program in general. Specificany; 

1 , 'flu* 0!G Jiu'iuns to have oM'rcfnpiiast/.cd flic jfiwirt level of t'<»nln>!s rnrtter than vinvitiji 
them m their rok* a«5 last in a hierarchy of contmls. Persona! protective equipment (P{*E) 
:kk 1 tnedical counterme.asures (MCM) are l!?e final kwds of control avuilablc so the 
l..)ep.art.nscnt and arc iine part of a miilsi-lcvx:| hierarchy. 'This hicrarehy is a s?a5cA>!'-lhc-af i 
uecupatioual health prtJicipie. camurcti iJi Amcncsin National SlandaivN hwtaijJc 
(ABSlFArncncai'i {ndastrial Hygiene Assodatkni (AIHA) ZKT>20HA*lK.-cupir,tof:id Saict^ 
and 1 kakh Maragemcit System'^,’' and summarized in Figure I below.’ I he coneep’ is 
Uiud; nicns.O to (Vcupask'iu! VsleCv and Health AdmimslratsoaTi>‘^H.\i rcga.tUL'tr- .nd 
NatiOLcl Institute ot t.kcupatior.a! Safety and Health 'xaining procruins. ihOi lunJah'jr.l.d 
I ’ IN .p’e HU'' 5!ti.'i/c<l ht tlieUHS Hccupidrio-nal Safely am! HeaM’ i HSks' a-u! 't I): In 
G tilce 0 ; licalih Allaire (OllA) medical and occupational health rndes^k miA i: vWvi'T ty 

r-'i ,iv’?o e u'spv't ^c uci-’-un 


The Itorable John Rolls 
Inspector General 
Office of Inspector General 

iim H. Cn.impneker, CIA, CFE 

Director 

Departmeatal GAO-OlO F.mlsonk^ffice 


4i 


010 Dnffi Report: *^0HS Randciuic l*rt?jxtreslness’ 
(I’rojcctNo, 13-IS.CAUD-DHS} 


% ’d v-su ? uS >l*rE enu'Sjre'iiessafidas a pjotective measm- because it wis'.n \S H 

f . IrkLUi'.v h j j!ii.,rs-v. 
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» 5 rvc *;pf Ibr the purpose of j^ndemic pbnr>'ri' is' I 

' ’i..: II !:f’i:tirs^v'-’CfH’'-Si:;cs flf't hy btslijocing pcr^-onncJ fn>jTi ^ourcc^^‘'l i •Jv't.iu at / 

^ sncv.} a*i eal ntc. 5 r-< vjeh --ts Kirricrs and vcnislaticmto Kd«c£ p«>ter!i.i! vot'-’v’t '' )*‘- 
.1 - -ijiMi iktamn as cr.g .nccringconirols). Ibe j«Jcond level usi*s ud’nia sla-s^ ^y 
K 'it-' 'K in, adr'.g L'lcv^i'rk, stn*i rntaiioR, vaccinalkm programs^ arnnig olhci i ntijj'., in 
c 'inn ‘I «i I li.i idea lic^Tccurpri-Icclton to ixipiilatson ll¥\iina> be e\jN scJ it' In:cc'.\ 
VI.- Ao:ke:> o; the paHk'. the Jlna! level of contmls,.and tea^t ellextivc foen n hus'ii.^s 
'* •*dji!'ri! »s'- .tyh a'' cxiH>sarcfi%k!CJkio pei^pectsves, i^K’ludc-? Pri .-.i-d Mi Xf M>-!elr-Hs 
il c n f il ai van Iv rv\tK.Jnabl> provided for personnel iliatinust perh'tin rsk 

.'.vh . iiK''- n- \\hi h,ne ixrconte infected. Tljere is not a single im-ntinn ir tj.c n.-psist i>rthe M’o 
-M h zcu'ls of controls and the e.lTuil the De|»rtnK'ni deitdcvl tlevcfi ping tnens 

c'csphi. a {X'.i'cd di<ci!ss!ons with OKI personnel in meetings a:id convcr^mls'ns lAclusson 
1‘fihis pr.nclp'c <acrempliaM/es tlie .rebilve im|^Harice of the i’ll' and Mi ‘XI c«»ntfoK. 


BEST 


BEST 


EUMiMATiON 
Design it out 

SUBSTilUTION 

Use something else 


Corttrol 


EHGiffEERIHG CONTROiS 

Isolation and guarding 

ADMIWiSTRATIVE CONTROiS 

Tralningand work scheduling 

PERSONAl PHOTEaiVE EaUiPMCNT 

last resort 


I effectiveness 


•Business 

value 


Figure Getieral Mierarchy ofControls, ANSPAIHA ZlO- 2012 , Occupallonal Safety 
i'UKl 1 Icalth .Miuiagcincnl Sysleitus. Controls applicable to pandemic planning are 
highligldcil. 

IC f)l(i cofu’liidfd th;U ilic Depuf Inieiit has ‘*m> i^vNuraiU'c U has sufTujcnt pcisonat 
prok*cti\ c eiiwipinvHt and anlivim! medical eoimtcrnuasures ibr a panikHuc 
response' thus inhibifing IMIS'S aWlity to continue operations dunns; a pandemie or 
ensure compliance with Department guidelines. In fact, i1k’ ]>i,,>a!i5?;eui js assu’ca th.-! 
It has MiinckT.t FI*F and antiviral MCMs. The OlO'sconcInsior seen- to l-c reached ly 
uav sng on the irianufaclufers' infonnation nsiher than t!ic jtHk'incui pi h I’-ly'd peci 
K ' {O'v'urch. and DHS’s highly cKpcrienccd nuxiicah sakuy, atui hcahit 
professio’uds \\r h cnrciuTcncc of subject matter experts from iK' G s. ! >cp.r t rien' 

FvMsih ard IFnu'm Sen-kcs{HIFS), Centers for Disease ConL-.fr .n d !'.v\ .r. uet x ’D» ’ 
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' ’ i . } ?l .1 audited have b«cnu,-5tcdaneJ<.’.c''r.M if - \ 

i ' I ■'k '% ! )U'^ Nn;.‘l ^ta i\ t. K d not lead to tlx* tkr* '''e\ t - ■ > 

1 1 lii-v t' ..I tKe\ arc wuncrl.\ \se. Me. «Jid plans to ^^^p:acc irese in u|\<-ni 
! V t u. ‘ ,c 4 H.ks ii’c jxrtne rui lecV i .flowed to become ohsolcte- 

i (. i’Pl 'ankpik Kvc'V Slavic ‘n v<afe siirgka!-<iy!c nitnle ^lovec, iro'-ks. 

. I i I 4 < '.AL I ucpxxc d.i|X'>4b'c r^Nph% toi . When lhc><. ponluct-' v«.«-!c pr.-deKcd. 

•'uis • e M> ^.^taK t«r pj'l dud ^hclr tifedaU, nor was sHelrdiu' stred v>r the 
I'i ii ili!* 11 e ut ic \k I en ad eih tlu- rvaiffaciun^-rs slaicd that they Uw-ied ihein .or isve 
M. 1 ' a V ax a rose i cemfed ginrantecd them for fee years, but owrer-H ucu toUi tiic> 
^I'uki .w a u e (I apunhict^ anddetennne r'thcy vsva’ sti!} uxoaWe based on ^i^(!u! 
i } |\> parts n1 tbe^e pn'diicts f uo arc most nt risk me luo- [tes. idi t ^n.innunsls, 

e.(‘h cNposaie to berl, idfi.oi del r g.s. mid oxidation, the g!o\es, ela>U(. Ik thh inds, vd d 
vaivcH can bccotnc brittle ornon-clastic. Filters and iilier media arc i)u ui;o.st )bic 
com{X)ncot of most fiber ftreepiece ifspiratot^. Testing tlicm is simpK a matter o‘ 
examining a random sample from .slock in the same storage conditions and detennining if 
.IbK’v retain their flexibility. 

'"I"he cunxiM PPT inventoty k in useable coitdiiioii ai ihe time of this report., but with 
rnrtlicr agi.ng it may not be useable in conung years. I'hc niastufactnrcfs recently sm.ited 
placing firm S-ycar expiration dates on respindor packaging; i.n the past users were told 
the respirator'-s- cx.uild he nsed after five years if they werC' ms|)<?cted Repk'tdng the IT’fv 
by 201.5 addresses conc.cms about it becoming unusable and also prevents regular .trips to 
the warehouse to verify it is still intact. During a recent (spring 2014) invc.ntoty 
cvalu;dir>n ofthc piindcmic ftPH stocKpilc^r DIIS oHcitd dus I’PI.: lo Coni:|.K.)'nents who use. 
it regularlY In dally operations, but little wus requested; therefore most of these .supplies 
must be placed in .surpUis when replaced. After this supply is replaced with .new; tlicre 
will be .no inspcciion ■allowaijce aiKl the PPft will have to be replaced afkr rive years. 

For MCM the amlwriiy and expenisjj of ihc Food and Dnig Administration (FT>.A) 
appeart.; not to luive been considertxl. The current stcKkpile of MCMs is part of an. 
aggressive shelf-life extension progrant mexi by the DFA to anaiy/e *h>tjfdated" MCMs 
;usl ex.te.iid tite origitud manufactuiet's .shelf life when they arc .showjj t(.r k? sfill useable. 
Tfiis process cojiscrves Depaitmenta! rc.soi3rces and esiablishe-s that the oroliand iVKfM. 
are curremtiy i.iseab|.e. Fuither, the Department provided D1 f .S (,'.>tn]xmcnt.s a coj:5V' of the 
suo-st recent and .rclcvnni HJiS guickmce documenliftg Ifiai one or two course.^ of X'lC’M 
were considered reasoimbk. Co.mbincd wiftr coverage for the cnliiv Dl l'S workl'bree, 
critical conttucioj'S, emd those in the IX^partitrcnfs care and ciiatody. It i.s iiiiclciu" what the 
OKI coivskiers sufricient. 

I'UTthernuuc. the state ofFRli and MCM supplies is not an appn-pj uivc si dw.uui uf 
p.iiA’e 3k tend! re’vs. .A'' Ike las! ti>ols in a sv^slcinatk' hiemtchy of co'droU, jcc) uv not 
liu' mo'* vrikicnt os ctlcvlsve means of nmiiitaiumg worUoree liwUSl Dcu' ic tb,>, fu t 
IS \ 4i sC MCM asv vonursmiy end errO!)eou$ly viewed as the prime y n s..:r'" • f 

w'psokvtum ! Ll> tvt.arse they aa' more lrtmiliariv>lnypc’..'o:t''i;ji ’ Ms-. \ .-re 
! ' n* ’e ii !'!c ,okI easi y e.i irted for. ITeirse of PPF' aKo s'-iifts *4 she M td.,:. <•! 


wvvw.oig.dhs.gov 


26 


OIG-14-129 



52 


{ >FFICE OF INSPECTOR GENERAL 

Depailraent of Homeland Security 


»'* * AN ncu ire employer to Ihe employee, Using PPHstock le\c s ' 

!G 1 ' baseef on a nnseoiieeplion that during a imndemic, ihv tii > v u d • i 
Si- G r 'AC sr PPU, %v|ien in fact it wii be delemimed by risk asscN'^r u i ^ 

c'l . ' ecu' n>ethods, 

\ re.j'iccs agencies to perform paademk' risk n'la >so up I'le -.oik ^ go a d 
■w>:alG;s,, oiuc to uofk-related exposures) which risk ksci they J«li u »cc! i lu-ji ^ lo' n 
U<'A ! ' \c?> ni.'h -k risk analysis was completed by DIIn diong rhe UIN'I pandet^'A 
ic;.|' 'U' c vE I h.vS' recently been updated due to iiieitew OHS plan. Based or. 

G-t-N } })HS has only a limited inimber of personne’ with osk assvN-'inc'Vis th r 
ivV>‘t'r:!vi!(’ “mandatory PPE use’’ during a serious pandemic Use is linked to sjxxs'lc 
ai,i\.ifKs iha; r'-ercaso risk. Ihc ntajoricy of these pers^^rncl a'ready wear ddl repthe!} 
while ivli-nniug their duties, so they are not cxpcctei! to rch i‘n p.jndcmic stiH-kptles of 
Id’} . l!K Km.-imina employees, mdudinga'ImosiaU at iheDHS lie, ki^uaitcts served by 
li'e Pld* fc at ihe I'edeml Emerscncy Management Agency (MvMA) CumbcrlaiKl 
swirehonwG aiv terpK'd by OSHA as ‘‘voluntary users " Ihe tovvesl n>k grouj), hmploycm 
o«c not required to provide any fPE to personnel in this low-risk group, and when they 
do, A is iccogiri^cd In the standards lliat il is done both to help pjcvenl a possiMc, l^ut 
unlikely, exposure lo the disease and to provide a dega^e of reassurance and cond,M'J to 
the employee, 

.J^imilariy, the antiviral medicafions in the I'lMS stockpile arc not vaccinaliotw and do lioi 
prcA'cnt. infection; they reduce flic symptoms of an ififcctcd. |KTson and allow llicjn to 
return U) work earlier and provide an additional menm of intervention when vaccinia 
may not yet he developed or available Jn sufflcicrU quontllk's. In cases W'hcrt llic.y arc 
Uf^propriate ami ericctivc for a given disease, they cati provide a .signiftcant teicfit when 
applied to a large workforce at limes of Itigh absenteeism iuid help ensure \H'o.rk.f<,«rcc 
coverage tu comimic mission cs.sential funedons. Hrnvevei;,: \vlule employers were 
crscouraged to stockpile .anlivdral MCM when used 'vviihiu the amtext of a broader 
occupational Iscaltii strategy, ihere is no interagency mandate to provide antiviral M'CM> 
but rather a detcnniriutiou of'Uie IX'partmenl leactehip to enhance vvmi force ■availahility 
and pTOtcction.. Considering this, fhe ofl-liand goal of ensuring, availabtlity of MCM for 
!.dl cmplo,v'ecs, contractors ntsd those in ilte care and custixl.v of D.HS and tfte fact ilsat tluj 
.supplies avTulablc me cu.rrcnt}y useable do not support im i.mp,l{cat.ion of a readiness 
fai.iurc, 

3. The OIC incorrectly .stalcH tlial “about SI percent of its {antivlrull slochpde w ill 
expire by the end of 2015 (shown in Table I of OHi's draft report).'’ Ihc Dcpaitocnl 
pnvvidcd f)!Ci emails documeiuing limt by July .1 , 20 1 2, the expiration <!a!cs of most of 
dv tie etU \tockpjii, ofamiviral .MCM .h»ul already been extended aciouhiig to ctltct i.t 
ik Let.d b\ the ^ T \. so that only 15 percent of DllS’s antiviral slov.kpiic us wl to cspi:c 
uiJdi-' ai aUi'H rU that DHS hits budgeted to replace ihumgft pu'vh ’\f a iduiou { 

M’ ^\ fH.3..v '* u'w id antiviral stocks that hme been rclurncJ l:om UUS (‘ouux'i'.cnl'' 
ol uw II 1’ tir deployment in response to the 2009 in VI !ntlucn?aph k-'ictufy V'o 
iv vt u\i f JBI ^ Keause OiC small lot sizes do not ttieO the iKt d tlacvlN-lc 9 ! g -in, 

I Ik t, I . wa' Oi-ivkpS c of MCM i.s pari of an ag'gf'C-ssJve did'-kfe ex'C' sk'n . '{>■ : n ! 
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iccd by OHA toaiMh-zcNHAI ard exteiidthec-riiimx* n.an t 'Lti....! ' u'- 

' 1 ' -hi'j u-st of ikt^aTimenial movUing ^ig^if!can^ dcAii/K >tk 

\A i-A. i,mc h'i j^nioolh osil rcplaccmcrt :r»rthc brgi VK'M nun li n.\\i h ! 
--KO "c s;:r:>‘cmciin5l funding. 

.\diii .-'uai!) , mjm steps have been taken since die 2CK)6 pndaiiic pl.tnninp 
ipplt- rf'pr''*pda5ton of $47 million to impmve on the initkil VtCM pl;*nn;r.:i« 

u, UilA tes conducled five sepamte data euHs Irom 20(ki to 201,* U* l>MS 

< njii|>inicnv$ to detcmiine their specific MCM and I’f’i: needs. Ul lb has used Ilic 
I'csulus of tliese data calls lo assess aecds and make effeefiw prograin 
mitoacemen! and purdiasing decisions. 

b. O! i A developed methodologies for deteriiiining the MC Nf needs identified in die 
data calls, to include the %imount of MCA! needed to provide coverage, ai the 
diaxiion of the DHS S^JXtary's office, for the l')HS workforce and oil crifico! 
contmetors a?Ki those in DUS care and custody. 

c. OU A has conducted replenishment pkoning wlvich has been captareid in th.e^ 
budgeting pixicess and other activities, such as pursuing shelf life extension 
op{K>iHinitfc.Sv 

DHS is more prepared than most federal agencies to provide MCM protection fos" Us 
workforce,. As tire sole civifam DepaHment vvitbllK' only .mut'ure smtivlra.! slcx"kp}k? and 
dispensing program, DUS is woHving closely with CDtl on tite development of Uf.xlatcd 
guidance for all fwlcnd departments otid agencies. 

A. The report does not ackiunvKxIgt* ihc current xtatc of uffairsi of DHS pjimtemic 
planning. Begitining in March. 2013, a working group consisting of DMS Ucadquii.Hm 
rind OfX'rationai C’ompt^ncnl representativcssj>ent, a significant aiisoisnt of time mii cITort 
W'Tidng .11 f)epa-(1nto’r.vUji Pandemic Workforce Protection FlatJ This FWFF, 

sig.ncd by the DUS Secretary in October 203 5 - aiHl subsequently provided to the audit 

lean outlines the total pandemic policy forD.US -• from rtmtincs-s measures including 

risk assessments and .supply to actual response such as implcmcfiting the hierarchy <sf 
co.nti''ois, successful cfToil, along with tiHi C?onipt>rJcn.t'5pcc1;nc [ihuLs iuid ;m;iiy.Kcs it 
generated, should iiax'X been acknoxviedged in the audit report, as ihcy^ were conip!ct.al 
prior to tlic irniiafion of llie audit, addressed many of the issues outlined in t.h.e rcixH-t, and 
liavc a I'iir greater elTcet on current Di IS piindemie preparedness ilum irregidar.ific.s in the 
stockpiles of Fl’H. kikI .MC.M may have. 

11k* drafi report combined 1 1 rcconimendations with w-hich the Deixittment concurs. 

Sficrifically. { )K j reco.mmetided.: 

IkcofniiH'iufation I : Thai the Deputy Secretary identify and designate an ^dficc rcsponsjtdc for 

the mnnagement and accountslvility of pandemic FPD. 


WWW, oig.dhs.gov 


28 


OIG-14-129 




54 



OFFICE OF INSPECTOR GENERAL 

Department of Homeland Security 


f v'-n t j } w r I '~c office of tlic Under SccrctSTV for Mamgeiiiert vC"*' Vic. vf. ^ 
vvi! u > I id }U«J rcss Support OiTitw UH {.K*Hjg rc,>|X)nriM£! for t X rur sc ' s 
' ii i id ’ pc.duriv FPliclTectn'c January 2D14. Uforequest tfou (Hi? i-iOM U' c v 
k. i j i ! s t u! and closed. 

I'm ■« i siH lui uu‘is 2. 1 1 <1 the Def^uty Secrciary^ develop a siralegy for un ..xi c i s,.; 

1 3 od' eiJci tic PPE, 

‘usjiuUM < I'x.i ihv* DMS Chief Readiness Support Officer fo^vcd a ihu'dc'o < ; 

s { I 'i*’s t on \hy 30. 2014. Th,isdwtiere.rt.amishesihcffii'ne\'.«,:k hau'c 
<h 1 1 j ’•) -’ii » t .d >i ic tn*crd pandemic logistics support plan for p sr .L-r> V I'tH '\ V UHU'rf ^ 
i ivps t Ump' (iTeam) has also establislicd svhb icp'^CNcnti'ion tront di N 

< 0 T’i|>'' u, iNai d p ! .Icmu- FFE re<|uuenienis fmve been draOed. EsunuteJ ( (>,npUtior Da c 
(f U> . Vpa d'C! 

Kecummendufion :U 'fhat ihc Deputy Secretary implement an inventory systesn for the currctU 
inventory ara’I future inventortes of-pandemlc FPU. 

Response: CX^ncur. Members of the ramfomlc l.opt3stics iTcatn at^ reviewing th.e applicaUen of 
the ikpartmenrs i::x istiirg [■KTSunal property i.nwntojy nniitagcincnl sysfoms for establishing 
management and inventory conimf.s for pandemic FFB. The enrren! pandemic i’PI"; inventories 
are 'being dislsibutcd wathin DHS where ojKTiitional oequirctncnls c;i!i Ix” aiigjucnlcif; romatning, 
items win be surpluscd in accordance with federal «nd Ikpanmcm. requirements and stamlarJs. 
F'.Cd'.'): September 30. 2014. 

RceommcfulalioiJ 4; That the Deputy Secretary work with co?n’'K).ne.nl'S to establish a 
mcllK.Mjo.bgy for determining sufficient types and quantities of pandende PF.ir to align W'ilii be 
dcparl:m.enl*wsdc pandemb plan. 

Hi*s|wris«': Concur. Wo.i'k is undcAvay. A workgroup has ten established imder the Fandwnic 
Lagisti.es .'i'Tcatn to develop PFi;: requirenicnts using an employee risk, based approadt supposing 
work place corurols, };f.'.4'.).; September 30, 2014. 

1'iccommcnd.ation 5: I'hat the Deputy Secretary have comj5oacms impicmetd invc.ntory control 
procedures for pre-iroriiioned ptmdeink. PFE- to imniitor stockpiles, track shipinents, a.nd emsam 
compliance with dcpartmetdal guidance. 

Uespujt^c: ('.'"oacur. I'liis is in foe platuuag stoge. A policy and staiidard.s work,g.i:oup. h kung. 
e.stnbhshcd umlcr the Psindcndc l.,ogistics iTeam to establish FPB control procedures and 

s.l:ind.p"d.s, SeptaniKr 30, 2014. 

Recimjnu'juhsfion 6: I hat the OIIS MCM Working Ciroup and (fiTk deten ii;U' tu;.fa emeu's of 
anl!vi.ral MCM far the Departmenc 0) maintainenlicai operafions tIuin.L’ a p.i:iJe’u.\. 

Kt'»*fMsuw': { ’i-neu£ Ol lA eontinucs to .^d.lcil, receive, and address DU> t or .’Mnu”!* ''0 W 
UMcib ..Sid !i.i;ubx;iieiifsas a staiidiriga^mda item during the inoiit’fv Me M \i « a ' m 
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i . u' . i c) cL*''Lcm of the MCM Quarterly Reports, OI lA prcnoies .'i\i v^^.5 ' u <. . > 
M. .*< \tproj: n Additionally, DRS is working with CDC oo ,n n*r. lycocv ; 

V <» ,1!. !^i mgiiecdsonl>e,ha{|oftheeiiUs« fedemi govejnmsiu UN|ue.’ : i : 

* ^ « V u ' ^ . 1 iR s^NvRi 1 'end-sllcm resolv'ed and closed, 

Rt. . Minno fs J ition . ha: OHA aa antiviral MCM Accimsiiion Maitagcinctu flan to 

\l< i i\n's jW deternikiiisg the ideai (Hiamity of antivmil AK'M (OilA win -nockpslc 
v\' f" A, t'ci UvPi y U vdll he rccvs.hmicd; 
h* A ft I'kn 1 'nrent grin; and 

i ; V, u \ ’tacljit, reporting, and recoBcilmlicmproced-urCsS for existing siockpilc and 
t W’ vin jAk'I p\ hH,i.sc.s, 

ftespnnse: (!?:mcur. An MC‘M Integrated l.og!stlv,s SupiHYrt l^fograin <'li,SP) has l>cc!} drallcd 
and is curonBly in 1)1 1$ clearance. Completion nf the MCM IIaSP uill iuklress all Ihree elcttients 
of Shis rc?connmaKbtio.n. iiCf): September 30, 2014. 

Heemnnundatinn H: I hat QUA revsis; procedures so ensure projx'r contract oversight by 
I'overrunent en'iph;>yt“es for nuinngcnient of its MCM support service contracts arKi ensure Site 
conlracSing (dTiccr’s lepresenlativcs follow priKedures. 

Response: Concur m principle. Existing proccdua*s asdesenlted ijt the flomelaiKi Sccuiily 
Acquisition Regulation, Homeland Security Aajulsition Mamtal, the Dl IS Ofllce of Procitrcment 
(.">ix:ratior}s (icniira'Ciiirg OlTtccr's Representative guidebook and cotrspone.nt *>|xx,vific pracedo-cs 
addressing Coiiiracting OOlcer Rcprcsemaiivc duties and responsibilities arc adequate tor 
ensuring j>ropei' contract ovc.rsighi, but these procedures were not followed cr>nsistently in tlte 
administration of MCM supjx^rt service contracts. Since OIC identiilcd findings concerning 
jfKKicquaSc. ovcrsighl, OHA has taken steps to emstin; thaljugbly quali.ned contracting ofTfcer'S 
|•epfcscn.taIiv■'■es are assigned to all MCM support service contracts. These cmpIo,ve€s prov-'idc 
direct and coniiprehc.nsive oversigdd of each as|X:ct of the MCM project tnchiding detailed 
grn'enrance over all related contract suppotl Wc request that tTiO considcT fnis .rccomro'CrjdatiO!^ 
i'cso'IvctI ajid cdosed. 

Rworamendirtion 9: That OHA flnahVe and Issue antivimi AlCM guidance on the sSivrage 
eoriditioi'is, stxttrity, and distribution for antiviral MCM for nil conqN.mcnt?,^. 

Rexpmi'.e: (Tinitnir. Storage and secitrity guidance MCM .standard operating procedures iniilvffy 
r'eleasied in 2<H0 have been U|xiatcd and cxpaniicd, and pmviitcd to (i'tunixurcnt M(''M pianners. 
They havt: I’feeu p<.>Nlcd to the DMS (-oimecl fnlrancl MCN-I page, NkT: reqtic?^? that OKi 

cojvssdcr this rccor.micndaibn lesolvcd and closed, 

liecoitimcndaiirm H): That OHA linafize the antiviral AiCM reersll it has iialfuk’d on lise CT.E 
!(..T', i{\^\ .\nd USS.S invcn'oi'ics. 
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Ki’spoiui ■ ( o H'jr. die njcatl iscnnin’^ts- OHA recently received I ‘'i/i. :> v 

'i . f!i>ni flit storage :>citity advising that a!) imiiviriU IcHn l\!d iKvr. sc.i-M'i. 

i,., CM ]'•. ‘A i )\(' ^.vnsidc'* ;h:s icCi^nimcndatlon resolved and closed. 

Hk c<!nu!K’nd.tti.»n H : that Oli'\ cMibboratc wkh CBP todctemiifie the safety and 
e lv'>.'''oe; .''if !‘‘,c a MCM th.il have Wen stored alongside their anfvirals. 

lU^gunsc: { nun. !.X ^ontinucv lo colbb-oratc i^ith all DUS ('onfH*rc’'N *e i ul kV I ' N 
t 1 . tli T. ' e.\i Hi>' dcj l*H»U’etJitn. through the MCM Workiijg Group, to % .ijhIc'l d e •'asV' ^ 
vioviiM-ncs^ -d MCM. DILS empkns the approved SI-HP in close ccvrdinatior o t'lii, ! 
and t,n‘ I t'f Ikdcii^ la date, ten lots ofrmtibmtic NU'M I ivv n MiKni’Uvi 

ti' S* i.P lor C's'j'ig mJ Oi those lorc'.Hch testing Ims been coinpktcd ah have '>ccf. ‘or-ki 
resnahi e.Ulv:oxiv-,b resuhing inn cost aioidonceof $5.1 million io the f kparltncnt. 

In .’Kidition to extending tIh? shelf life, the Sl'i*? testing verifies the .safely 'ctTicacy of MCM that 
iiKsy liavc k'cn slorod inipropcriy (oihsidc of the nmnufaciurer's tempcraiuie range). In one 
instance. 5,4.50 bottles of art?ib.iot.ics were exjwjsed to a teniperatui'e spike orei' 1 00 dcgtec.s. 
Fiihrcnhcit for m\ u.n;k.nown diuTUion. Tite lot wm subirdtied to Sf.l-f irj order t.o test .lor 
cmu'imicd e.tl'icacy. It w.as fouitd to lie still safe and efiecrive for use, asid h was rcinmcd to the 
DBS stockpile. 

Additionally, on lu.iy 7, 20 1 4, OHA provided procedunil guiihmee to D.MS Coinpo«eat.s 
rcg.'4rding MCM on measiues to ensure the safety and ci'foctivcncss of medications - including 

antibiulk's in the MCM Pjogram. We,i:e<{«est that OiG consider Ods recoinniendihiun resolved 

luid d<ml. 


.Again, ihrmk you for the opportunity to review and provide comments on this, draft repori. 
Ter'.!inical €on'mien{.s were pi'cv.io«sfv provided under separate ayvcf. Please .fed free to corUad 
me if 5 -oij have any <]i.!.cst{ons. Wc kxik fonvard to working with yot.2 jti t.hc future. 
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ADOiTIONAl. INFORMATION 

' o vow Ihi'. and dny of our other reports, please vis't our wobsito -at v.ww oip dlis gov 

f 01 further information'or questions please contact Office of Inspector General (OIG) 
Oltmo of Public Affairs at DHS-OIG OfficePublicAffairs@oig dhs gov, oi follow us, on 

To e/tpedite the reporting at alleged fraud, waste, abuse or mismanagement or any 
otliei ki ids of ctiminai or nonciiminat misconduct relatwto Department of Horretand 

Securit' .tnd -if,-' tWns pkrase viwiour wi-tsite a> ww t juis,. i 

and click on the red tab titled "Hotline'-' to report You will be directed to complete and 
submit an automated DHS OIG Investigative Referral Submission Form Submission 
tiiiougli our V. r <■ 'e enaU'C'. if.at vuu, i. 'irrpldinl W'l he (.lOU'Wlv r-oeivi l ang 
reviewed by DHS OIG „ 

Should you be unable to access our weBsite, Job may submit your complavit in writing 


Departmeni f Hon<e'ervl oecurity 
Office of Inspector General, Mail StoptS^ 

Attention Office of Investigations ■; 

245 Murray Drive, SW '■ 

Washington DC 2052fr«i05 ./^r 

You may also call 1(800) 323-8603 or fax the complamt directly to us at 
(202i 254-4297 

The OIG seeks to protect the identity of each witfer and c.sller 
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Chairman ISSA. Dr. Lurie. 


STATEMENT OF HON. NICOLE LURIE, M.D. 

Dr. Lurie. Good morning, Chairman Issa, and Ranking Mem- 
ber Cummings, and other distinguished Members of the com- 
mittee. 

I am Dr. Nicole Lurie, the Assistant Secretary for preparedness 
and response at the U.S. Department of Health and Human Serv- 
ices. I am also a primary care doctor. 

I appreciate the opportunity to talk with you today about the 
steps that HHS and other agencies have taken since the Ebola out- 
break began in West Africa. We are working 24/7 to control the epi- 
demic there and to ensure that we are prepared to prevent and cur- 
tail the spread of disease here at home. 

Thanks to the foresight of the Congress, the leadership of this 
and prior administrations, the dedicated work of HHS and the 
interagency whole-of-government approach we are taking, we are 
better positioned than ever before to respond to Ebola as well as 
a range of other threats that may affect this country. 

I serve as the Assistant Secretary. I serve as the principal advi- 
sor to the Secretary on all matters related to public health and 
medical preparedness in response to emergencies. Since my con- 
firmation in 2009, we have worked hard to ensure that we have the 
tools necessary to prepare for and respond to any disaster with 
public health consequences. 

I have led the modernization of the Medical Countermeasure En- 
terprise, created new opportunities for coordination among State 
and local public health and healthcare systems, and strengthened 
our ability to make better decisions before, during, and after an 
emergency. Our all-hazards approach allows us to be flexible and 
nimble in response to known and unknown threats. 

As you know, four cases of Ebola have been detected in the 
United States. Our hearts go out to the family of Mr. Duncan, the 
nurses who have been infected, as well as the physician in New 
York. We are pleased that the nurses are doing so well and wish 
them and the physician a speedy recovery. 

We are extremely serious in our focus on protecting America’s 
health security. The best way to do that is to end Ebola epidemic 
in West Africa. At the same time, we are expediting the develop- 
ment of medical countermeasures and preparing our systems to 
deal with any potential cases in this country. 

So, not long after this epidemic began, I convened the Federal 
medical countermeasures stakeholders to see what could be accom- 
plished as quickly as possible. Thanks to past investments, we 
have leveraged U.S. Government- wide assets to urgently speed the 
development and testing of vaccines and therapeutics for Ebola. 
These advances are allowing us to create Ebola countermeasures in 
record time so that we will have products to use as soon as we have 
the necessary proof of efficacy. 

Our strategic investments in the countermeasure infrastructure, 
including our Centers for Innovation in Advanced Development and 
Manufacturing established in 2012 and newly established Fill Fin- 
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ish Manufacturing Network, will be used to get Ebola vaccines and 
therapeutics into vials for use. We are also leveraging our strong, 
ongoing relationships with industry and public-private sector part- 
ners to scale up vaccine manufacturing. 

In addition, our public health and healthcare systems must be 
prepared to deliver safe care at a moment’s notice. Investments in 
the hospital preparedness program and the public health emer- 
gency preparedness program have meant that healthcare systems 
and State and local public health departments are prepared to re- 
spond to public health emergencies. 

Since the epidemic began, we have been using these programs to 
educate healthcare systems stakeholders and ensure surveillance 
in laboratory capacities were in place. We have launched a very ag- 
gressive national outreach and education program to promote the 
safe and effective detection, isolation, treatment of Ebola patients. 

The system we now have in place is based on changes and les- 
sons learned from each emergency, including those I have con- 
fronted, as the Assistant Secretary. 

Based on the first U.S. Cases, HHS has already made adjust- 
ments to minimize the spread of Ebola. These include tightened 
guidance for the use of personal protective equipment, an expanded 
aggressive national education campaign for healthcare workers, 
and screening and active monitoring of passengers entering the 
United States now funneled through five airports. 

We have been working collaboratively with our interagency part- 
ners, including on transport of contaminated waste with the De- 
partment of Transportation, medical evacuation with the Depart- 
ment of State, deployment of military personnel with the Depart- 
ment of Defense, and worker and workplace safety with OSHA and 
NIOSH. 

Mr. Chairman and Members of the committee, I understand why 
you and yours constituents are concerned. We take domestic pre- 
paredness very seriously. Our top priority is protecting the health 
of Americans. 

I can assure you that my team, the Department and our partners 
have been working and continue to work long hours to prepare our 
Nation for threats like this. With lessons learned from this new 
challenge, we are making efficient use of the investments provided 
and we have made tangible, meaningful progress since you first 
created this office in 2006. As a result, HHS has been able to pro- 
vide crucial health and medical support to our States and commu- 
nities. 

I thank you again for this opportunity to address these issues 
and welcome your questions. 

[The prepared Statement of Dr. Lurie follows:] 
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Good morning. Chairman Issa, Ranking Member Cummings, and other distinguished Members 
of the Committee. I am Dr. Nicole Lurie and I serve as the Assistant Secretary for Preparedness 
and Response (ASPR) at the U.S. Department of Health and Human Services (HHS). 

1 appreciate the opportunity to talk to you today about the aggressive steps that HHS and other 
Federal Agencies have taken since the first cases of Ebola were identified in West Afiica. By all 
accounts, the spread of this deadly disease in West Africa is unprecedented and we continue to 
work diligently, as part of the global community, to support the response and make necessary 
preparations in this country. The likelihood of a significant Ebola outbreak in the United States 
is remote, but ASPR, other HHS components, and other agencies are moving forward with 
preparedness planning to be ready for any contingency. 

As the ASPR, 1 serve as the principal advisor to the Secretary on all matters related to Federal 
public health and medical preparedness and response for public health emergencies. Since my 
confirmation as the ASPR in 2009, 1 have created cross-Department policy group, the Disaster 
Leadership Group, which is comprised of leadership fi'om my HHS counterparts at the Centers 
for Disease Control and Prevention (CDC), the National Institutes of Health (NIH), and the Food 
and Drug Administration (FDA), to advise on critical preparedness matters, address ongoing 
response activities, and mitigate lasting effects of disasters. 1 also led the modernization of the 
medical countermeasure enterprise; created opportunities for new coordination among state and 
local health care systems; strengthened our systems for response; and advanced a science base to 
strengthen decision-making processes before, during, and after emergencies. Our all-hazards 
approach, a shift from individual planning efforts to a more comprehensive approach to all 
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public health and medical emergencies, allows us to be flexible and nimble to both known and 
unknown threats, including the current Ebola crisis in West Africa that has challenged the entire 
global response capacity. 

As part of the HHS leadership team responding to Ebola, I lead coordination activities 
supporting the HHS policy team managing critical issues including; international engagement 
for HHS; establishing technical assistance for state and local health care providers; the 
development of medical countermeasures, vaccines, and treatments for Ebola as well as testing 
and possible use; and preparation of Federal personnel. 1 coordinate daily with the Secretary and 
other key HHS leadership to address Ebola. I engage on an ongoing basis with the Departments 
of Transportation (DOT), State, Defense (DOD), and Homeland Security (DHS), as well as the 
Department of Labor's Occupational Safety and Health Administration (OSHA), the U.S. 

Agency for International Development, and others, to share information and align activities. I 
also communicate regularly with the Assistant to the President for National Security Affairs and 
other White House leadership. My staff and I work aggressively to keep leadership well- 
informed of ASPR’s engagement, needs, and priorities related to the ongoing Ebola epidemic in 
West Africa and our Nation’s domestic preparedness. For HHS to be successful, each element of 
the Agency must be fully engaged in its mission space. 

Recognizing the potential impact of the many threats we face, ASPR has sought to build 
relationships within and outside the Federal Government and internationally to enhance 
coordination; make improvements in plarming, logistics, and personnel management for 
responses to emergencies within the United States; maximize coalition building under the 
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Hospital Preparedness Program; and coordinate efforts within the Public Health Emergency 
Medical Countermeasures Enterprise. Over the past five years, we have worked to create an 
infrastructure capable of developing, testing, producing, and deploying medical countermeasures 
for the range of threats we face. Even as we continue to learn from the outbreak in West Afnca 
and the current situation in the United States and to make adjustments, that infrastructure serves 
us well as we develop Ebola countermeasures, ensure that our health care system is prepared, 
and make decisions based on the best available science. 

As you know, three cases of Ebola have been detected in the United States — ^an individual who 
was infected in Liberia and two nurses who attended to him. Our hearts go out to them and their 
families. Mr. Duncan’s death is a tragic loss. We wish the health care workers a speedy 
recovery as they fight this terrible illness. I understand why you and your constituents are 
concerned. We are extremely serious in our focus on protecting America’s health security. The 
best way to do that is to support the response to the Ebola epidemic in West Africa to get 
infection and spread under control as quickly as possible. At the same time, thanks to the 
preparedness work and planning that has taken place over the past several years, we are speeding 
the development of medical countermeasures and preparing our public health and health care 
systems to deal with any further cases in the United States. 

Let me pause here and provide an assessment of where we are today thanks to past investments. 
Thanks to the support of the Congress and feedback from critical stakeholders at ail levels of 
government, we have made significant improvements in preparedness, response, and recovery at 
the Federal, state, and local levels. We have strengthened our medical countermeasures 
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enterprise to respond to chemical, biological, radiological, or nuclear (CBRN) threats. State and 
local partners are more prepared than ever before due to enhanced response capabilities, 
improved coordination, and enhanced awareness among the public health and medical 
communities. 

HHS has made progress in preparing the Nation for the range of CBRN threats we face by 
creating a flexible capacity capable of developing and producing novel safe and effective 
medical countermeasures faster than ever before. Elements of this infrastructure are being used 
right now to develop countermeasures against the Ebola virus. In 2012, HHS established the 
Centers for Innovation in Advanced Development and Manufacturing, public-private 
partnerships that provide a significant domestic infrastructure in the United States to produce 
medical countermeasures to protect Americans. These Centers are now positioned to expand the 
production of Ebola monoclonal antibodies, like those in ZMapp, into tobacco plants and 
mammalian cells. The Fill Finish Manufacturing Network established last year will be used to 
formulate and fill Ebola antibody and vaccine products into vials for studies and other uses. 

With respect to vaccines, HHS is working to scale-up to commercial scale the manufacturing of 
promising investigational Ebola vaccine candidates with fiinds provided by the FY 201 5 
continuing resolution. 

The Congress provided critical authorities and appropriated billions of dollars for development 
and procurement of CBRN medical countermeasures that have been turned into real products by 
the combined efforts of ASPR’s Biomedical Advanced Research and Development Authority, 
NIH, FDA, and CDC. Despite some of the challenges that dealing with a serious illness such as 
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Ebola can have on even the most advanced health care system, 1 can say with certainty that we 
are now more prepared for the range of CBRN threats and other emerging infectious diseases, 
such as pandemic influenza, than at any point in our Nation’s history. We have gone from 
having very few products in the medical countermeasure pipeline to funding over 80 candidate 
products. If successfully transitioned to procurement contracts and inclusion in the Strategic 
National Stockpile, we anticipate having the following new medical countermeasures available 
in the next five years: an entirely new class of antibiotics; anthrax vaccine and antitoxins; 
smallpox vaccine and antivirals; radiological and nuclear countermeasures, including candidates 
to address the hematopoietic, pulmonary, cutaneous, and gastrointestinal effects of acute 
radiation syndrome; pandemic influenza countermeasures; and the first set of chemical antidotes 
to chemical threats. Furthermore, in demonstration of our end-to-end approach to development, 
we have successfully moved a product through all phases of the medical countermeasure 
pipeline — from discovery to procurement — and have begun manufacturing a new smallpox 
vaccine (Modified Vaccinia Ankara). 

Related to state and local preparedness, HHS has also utilized and strengthened two critical tools 
to support community preparedness and resilience. Both the ASPR-led Hospital Preparedness 
Program (HPP) and the CDC-led Public Health Emergency Preparedness (PHEP) cooperative 
agreement grant programs have advanced our preparedness agenda within the health care and 
public health infrastructure as well as throughout a number of communities. HPP and PHEP 
support efforts at state and local public health departments and medical facilities to ensure that 
communities are prepared to respond to public health emergencies. With HPP grants, we made 
great strides in the ability of the predominantly private-sector health care system to surge to 
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provide medical care to a large number of patients. PHEP funding has fostered an increased 
level of preparedness throughout communities and contributed to state and local governments’ 
decreased reliance on Federal aid following disasters. Specifically, since 2002, state and local 
health departments have used HPP grants to allow hospitals and health care coalitions to 
purchase equipment and supplies; exercise and train for a number of different emergency 
scenarios, including highly infectious diseases; and develop partnerships and coalitions across 
regional health care systems to address situations like Ebola. More recently, HPP has moved 
towards a community-based preparedness approach to build resiliency and encourage the 
creation of health care coalitions. Health care coalitions are collaborative networks of hospitals, 
health care organizations, public health providers, emergency management, emergency medical 
services, and other public and private sector health care partners within defined regions. The 
HPP program seeks to build capabilities for hospitals and health care coalitions, such as the 
ability to surge and manage infectious diseases. 

Building on past successes, these programs are proving critical in preparedness activities for 
Ebola. HHS has a number of specific activities underway to support national health security and 
preparedness. These efforts benefit and support broader preparedness initiatives and will 
strengthen the national health care infrastructure going forward. CDC, in coordination with 
OSHA, has issued updated infection-control guidance for health care workers caring for patients 
with Ebola in the United States to ensure there is no ambiguity with respect to the use of personal 
protective equipment (PPE). In addition, HPP began informing awardees on October 1, 2014, 
that funds may be used to prepare for suspected or known Ebola patients. This includes 
developing action plans, purchasing supplies for health care facilities, including PPE, and 
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training personnel. Also, in emergency circumstances, HPP awardees may request, and in some 
cases already have requested, approval to use grant fitnds for activities outside the currently 
approved scope of work. HHS is also using these networks to disseminate educational materials 
on awareness and response regarding potential Ebola patients, such as checklists to prepare 
health care providers, hospitals, emergency medical services, and community health care 
coalitions. The checklists provide practical and specific suggestions to ensure health care 
workers, facilities, and coalitions are able to detect possible Ebola cases, protect their employees, 
and respond appropriately. 

HHS has also organized a number of training opportunities, in coordination with other Federal 
partners, to ensure quick and accurate identification of persons with Ebola, including training to 
support ongoing screening activities at domestic airports. HHS is also supporting efforts to 
develop protocols for waste management, something that has been a key concern for healtli care 
providers, hospitals, and political leadership at state and local levels. For example, HHS 
developed Ebola Medical Waste Management guidelines with input from DOT, the 
Environmental Protection Agency, and OSHA. These guidelines provide hospitals and health 
care providers with key information about the safe handling, transport, and disposal of waste 
generated from the care of persons diagnosed with or suspected of having Ebola. CDC also will 
be coordinating with OSHA and other Federal Agencies to develop guidance that is relevant to 
other occupations — such as employees of the transportation industries — to address potential 
exposure to persons with Ebola. 
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Thanks to a number of new authorities provided by the Pandemic and All-Hazards Preparedness 
Reaufhorization Act of 2013 (PAHPRA), ASPR stands ready to support a response to such 
events as the current Ebola incidents. One specific provision of that Act allows the Secretary to 
authorize a state or Indian Tribe to temporarily reassign health personnel funded through HHS 
programs under the Public Health Service Act to augment resources for a declared public health 
emergency. In addition, PAHPRA gave the Secretary tire authority to declare that circumstances 
exist to justify the authorization of emergency use of certain medical products, which, under 
certain circumstances, enables FDA to issue an Emergency Use Authorization (EUA) when 
appropriate. The Secretary issued a declaration for in vitro diagnostic devices for detection of 
Ebola virus on August 5, 2014, which was based on an existing Ebola virus Material Threat 
Determination issued by DHS. The HHS EUA declaration was then used to support FDA 
issuance of an EUA for an Ebola diagnostic test developed by DOD and two EUAs to pennit 
distribution and use of Ebola diagnostic tests developed by CDC. 

Understanding today’s global community, HHS has strengthened international partnerships. 

HHS now has a number of international relationships designed to better support information 
sharing, leverage critical assets, and help one another in times of need. Through a variety of 
initiatives, plans, and strategic capacity building programs, in response to the current Ebola 
outbreak, HHS — in coordination with other Federal Departments and Agencies — has been able 
to rapidly engage with international partners in communications and collaborations, including the 
Ministers of Health of the G7 countries, Mexico, the European Commission, the World Health 
Organization (WHO), the Institute Pasteur and its affiliates in West Africa, to discuss countries’ 
domestic preparedness activities and policies. These activities include border protocols, mutual 
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notifications of imported cases, support for medevac capabilities, and coordination of activities 
to develop and manufacture medical countermeasures among developed countries (mainly 
Canada, UK, and France) and the WHO, and overall support for West Aincan countries. In its 
coordination role for the medical portion of the U.S. response effort, HHS convenes weekly U.S. 
Government and WHO clinical conference calls with physicians in developed countries who 
treat patients with Ebola to facilitate information-sharing and diffusion of best practices. In 
addition to coordinating with international partners, HHS is working to support the deployment 
of U.S. Public Health Service (PHS) officers to West Afnca. 

Throughout the Federal Government, we are all working together to ensure we are safer going 
forward and protecting against the growing number of threats to public and medical health. Mr. 
Chairman and Members of the Committee, I understand why you and your constituents are 
anxious and concerned. There is good reason for concern. Ebola is a dangerous disease, but 
there is hardly a reason for panic. Tliere is an epidemic of fear, but not of Ebola, in the United 
States. We always can, and do, learn from experience, and we are making adjustments moving 
forward based on the first U.S. cases. I can assure you that my team, HHS, and our interagency 
partners have worked long hours to prepare our Nation for threats like Ebola. We are making 
efficient use of the investments provided and we are far better off than we were ten years ago 
following the anthrax attacks and the Hurricane Katrina response. As a result, HHS stands ready 
to provide health and medical support to our states and communities. 1 thank you again for this 
opportunity to address these issues and welcome your questions. 
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Chairman ISSA. Ms. Burger. 


STATEMENT OF DEBORAH BURGER, R.N. 

Ms. Burger. Thank you, Mr. Chairman and Members of the 
committee. I am Deborah Burger, a registered nurse and 

Chairman IsSA. Could you pull the mic just slightly closer. 
Thank you. 

Ms. Burger. Thank you. 

— and co-president of the National Nurses United, representing 
190,000 members in the largest organization of nurses in the 
United States. 

The Ebola pandemic and the exposure of healthcare workers to 
Ebola in Texas and the real threat that it could occur elsewhere 
in the U.S. represent a clear and present danger to public health. 

Every R.N. Who works in a healthcare facility could be Nina 
Pham or Amber Vinson, both of whom contracted Ebola while 
treating Thomas Eric Duncan at Texas Presbyterian Hospital in 
Dallas. One patient diagnosed and dead in this country. Two 
nurses infected so far. 

And our survey of over 3,000 nurses from over 1,000 hospitals in 
every State, D.C., and the Virgin Islands reveals 85 percent of the 
nurses say they are not adequately trained and the level of prepa- 
ration for Ebola in our facilities is insufficient. 

68 percent of R.N.s still say they have not — their hospital has not 
communicated any policy for admission of a potential Ebola pa- 
tient. 84 percent still say their hospitals have not provided Ebola 
education with the opportunity to interact and ask questions. 

44 percent say their hospitals lack sufficient supplies of eye pro- 
tection now. 46 percent say there are insufficient supplies of fluid- 
resistant impermeable gowns in their hospital. 41 percent say their 
hospitals do not have plans to equip isolation rooms. 

Initially, the nurses who interacted with Mr. Duncan wore non- 
impermeable gowns, three pairs of gloves with no taping around 
the wrists, surgical masks with the option of N95s and face shields, 
leaving their necks exposed. Two of them became infected. This is 
what happens when guidelines are inefficient and voluntary. 

The new GDC guideline that protective equipment leave no skin 
exposed is a direct testament to the courage of Dallas whistle- 
blower Briana Aguirre who first spoke to us. 

We have called on President Obama to invoke his executive au- 
thority and urged Congress legislatively to mandate uniform opti- 
in.d.1 ii.d.^ion.d.1 st9.ii.d9.i*ds 

These include full-body HazMat suits that meet the ASTM F1670 
standard for blood penetration and the ASTM F1671 standard for 
viral penetration, which leaves no skin exposed or unprotected; 
NIOSH-approved air-powered purifying respirators with an as- 
signed protection factor of at least 50 or higher standard as appro- 
priate; at least two direct-care R.N.s for each Ebola patient and the 
additional — and no additional patient care assignment; continuous 
onsite interactive hands-on teaching with the R.N.s and updates re- 
sponsive to the changing nature of the disease. 
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The precautionary principle must be utilized when developing 
public health policy designed to protect patients, the public, nurses, 
and all healthcare workers who may be exposed to potentially in- 
fectious patients. 

Lest we forget the risk of exposure to the population at large 
starts with the frontline caregivers. It does not end there. As we 
have seen with school closures in Ohio and Texas and the quaran- 
tining of airline passengers, improper protection and inadequate 
protocols in hospitals can lead to public exposure. 

The response to Ebola from U.S. hospitals and governmental 
agencies has been dangerously inconsistent and inadequate. The 
lack of mandates and shifting guidelines from agencies and reli- 
ance on voluntary compliance has left caregivers uncertain, se- 
verely unprepared, and vulnerable to infection. 

Our experience with U.S. hospitals is they will not act on their 
own to secure the highest standards of protection without a specific 
directive from our Federal authorities by an act of Congress or po- 
tential Presidential executive order. 

The new CDC guidelines represent progress with improved 
standards for training, as we have been demanding for months. 
The CDC guidelines are still unclear on the most effective protec- 
tive equipment, specifically allowing hospitals to select protective 
equipment based on availability and other factors. 

We are your first line of defense. No nation would ever con- 
template sending soldiers into the battlefield without armor and 
weapons. Give us the tools we need. All we ask from President 
Obama and Congress is not one more infected nurse. Thank you. 

[The prepared Statement of Ms. Burger follows:] 
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Testimony by Deborah Burger, RN 
Co-President, National Nurses United 
Committee on Oversight and Government Reform 
U.S. House of Representatives 
October 24, 2014 


Thank you, Mr. Chairman and members of the Committee on Oversight and 
Government Reform. My name is Deborah Burger, I am co-President of the 
Nurses United and a registered nurse, representing 190,000 members in the 
largest organization of nurses in the United States. 

Every RN who works in a hospital or healthcare facility could be Nina Pham or 
Amber Vinson, both of whom contracted Ebola while treating Thomas Eric 
Duncan at Texas Health Presbyterian Hospital in Dallas, Texas. 

One patient diagnosed on U.S. soil, two infected nurses. So far. 

In many ways, all nurses work at Texas Health Presbyterian. In a survey done by 
National Nurses United 85% of RNs say they have not been adequately trained 
and the level of preparedness for Ebola in our facilities is woefully insufficient. 
Specifically, the survey done by National Nurses United of over 3,000 nurses from 
over 1,000 hospitals in every U.S. state, the District of Columbia and the Virgin 
Islands reveals that: 


• 68 percent still say their hospital has not communicated to them any policy 
regarding potential admission of patients infected by Ebola 

• 84 percent say their hospital has not provided education on Ebola with the 
ability for the nurses to interact and ask questions 

• 44 percent say their hospital has insufficient current supplies of eye 
protection (face shields or side shields with goggles) for daily use on their 
unit; 46 percent say there are insufficient supplies of fluid 
resistant/impermeable gowns in their hospital - significantly, these 
percentages have been rising 

• 41 percent say their hospital does not have plans to equip isolation rooms 
with plastic covered mattresses and pillows and discard all linens after use; 
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only 8 percent said they were aware their hospital does have such a plan in 
place 

A Texas Health Presbyterian Hospital nurse, Briana Aguirre, told NBC's "Today" 
show Thursday, October 16, 2014, that nurses did not have mandatory Ebola 
training, except for an optional seminar that didn't allow them any hands-on 
practice. 

"We never talked about Ebola. We never had a discussion," Briana Aguirre said. 
Training for Texas Health Presbyterian's nursing staff amounted to "just 
information," she said. "We were never told what to look for." "All I know for sure 
is that he (Duncan) was put into an area where there are around seven other 
patients," she said. 

"We took around three hours to make first contact with CDC to let them know 
what we had of our suspicion. There were no special precautions other than basic 
contact precautions. No special gear." She said the hospital did not know what to 
do with one of his lab specimens. A lab technician told Aguirre the specimen was 
"mishandled," she said. "It was a chaotic scene." 

Ms. Aguirre said there was an effort to contact the hospital's infectious disease 
expert to determine the correct Ebola treatment protocol. Their answer was, 'We 
don't know. We will have to call you back,' " she said. 

On CNN Ms. Aquire said, "And the most outrageous part about it is, is that every 
time I think about the facts that I'm saying right now, I just know that the nurses 
that have been infected . . . They were dealing with an Ebola positive patient with 
copious secretions of diarrhea, vomiting, continuous dialysis, you know, 
mechanical ventilation, all these dangerous, dangerous medical procedures and 
they put their life on the line and without the proper equipment. . , . 

Anderson Cooper asked her: 

"You believe Nurse Pham was wearing that kind of equipment when she was 
exposed?" 
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Ms. Aquire's powerful response was: I know she was because the equipment we 
needed was still on order." 

These heroic nurses had to interact with Mr. Duncan with whatever minimal and 
woefully inadequate protective equipment was available, at a time when he was 
unfortunately most vulnerable with diarrhea and vomiting, and therefore most 
contagious. 

Initially the nurses who interacted with Mr. Duncan wore a non-impermeable 
gown front and back, three pairs of gloves, with no taping around wrists, surgical 
masks, with the option of N-95s, and face shields. Some supervisors even told the 
nurses the N-95 masks were not necessary. 

This is what happens when guidelines are insufficient and voluntary. 

The porous gowns and eventual suits they were given also left their necks 
exposed, in other words, the part closest to their face and mouth. 

The nurses had to innovate and use medical tape in a futile attempt to cover their 
dangerously exposed necks. The medical tape was not impermeable and has 
permeable seams, but the nurses had no other choice. And as if this weren't bad 
enough, in their effort to protect themselves, they also were forced to put the 
tape on and take it off, all on their own, which is counter-productive and 
increases the likelihood of spreading contaminants. 

We note that the new CDC guideline that any protective equipment leave 'no skin 
exposed,' is a "direct testament to the courage of Briana Aguirre. Briana first 
spoke to National Nurses United with several others of her Texas Health 
Presbyterian colleagues whose joint statement we released publicly a day before 
Briana's appearance on NBC. 

A hospital in the Bay Area last week provided nurses with a so-called "Ebola tool 
kit" that contained a gown similar to what was used at Texas Health Presbyterian, 
with no neck or full head covering. In southern California, a patient claiming Ebola 
infection presented at an ER where there had been no prior Ebola training and no 
appropriate Personal Protective Equipment. At a Florida hospital where the RNs 
had not been provided with any Ebola information or preparedness training, an 
understandably concerned nurse called the CDC. And how was her initiative and 
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concern for her patients met by the hospital at which she worked? Her hospital 
management suspended her without pay. 

I offer these examples to illustrate the importance of the federal government 
mandating utilization of the highest, uniform optimal level of Personal Protective 
Equipment and the highest optimal uniform level of interactive hands on 
education and training for nurses and other caregivers. 

We have called upon President Obama to invoke his executive authority, and have 
urged Congress legislatively to mandate uniform optimal national standards. That 
should include; 

• Optimal personal protective equipment for Ebola that meets the highest 
standards used by the University of Nebraska Medical Center, including: 

• Full-body hazmat suits that meet the American Society for Testing and Materials 
(ASTM) F1670 standard for blood penetration, the ASTM F1671 standard for viral 
penetration, and that leave no skin exposed or unprotected and National Institute 
for Occupational Safety and Health-approved powered air purifying respirators 
with an assigned protection factor of at least 50 — or a higher standard as 
appropriate. 

• At least two direct care registered nurses dedicated to caring for each Ebola 
patient, with no additional patient care assignments. Additional RNs shall be 
assigned as needed based on the direct care RN's professional judgment. 

• Continuous on-site interactive training with the RNs who are exposed to 
patients along with updates responsive to the changing nature of disease. 

• If any Employer has a program with standards that exceed those used by the 
University of Nebraska Medical Center, the higher standard should be used. The 
"Precautionary Principle" must be utilized and adhered to when determining and 
developing public health policy designed to protect patients, the public, nurses 
and ail healthcare workers who are directly interfacing with potential infectious 
patients. 

Simply put - not one more nurse, not one more hospital worker, not one more 
patient should become infected with Ebola. Not one more community should 


4 



77 


have fear of Ebola being spread in their neighborhoods. The only effective way to 
stop the spread of fear is to ensure full preparedness in every U.S. hospital. 

And our long experience with U.S. hospitals is that they will not act on their own 
to secure the highest standards of protection without a specific directive from our 
federal authorities in the form of an Act of Congress or an executive order from 
the White House. 

The response to Ebola from US hospitals and governmental agencies has so far 
been dangerously inconsistent and woefully inadequate. The lack of mandates in 
favor of shifting guidelines from multiple agencies, and reliance on voluntary 
compliance, has left nurses and other caregivers uncertain, severely unprepared 
and vulnerable to infection. 

Regarding the new guidelines issued by the CDC, these represent progress 
particularly in the area of improved standards for training - as our members and 
organization have been demanding for two months. 

But serious questions remain. Perhaps most important, the CDC guidelines 
remain unclear on the most effective protective equipment, and, significantly, 
have their own gaping hole in the option offered to hospitals to select which 
protective equipment to use "based on availability" and other factors. 

The CDC identifies diarrhea, vomiting, and unexplained hemorrhage as signs and 
symptoms of Ebola. ^ Moreover, although the CDC refers in its guidance to the 
possibility of "an unexpected aerosol generating procedure" it does not 
acknowledge the very real possibility of unexpected diarrhea, vomiting and 
hemorrhage, as well as coughing or sneezing, that can generate aerosols which 
contain Ebola. So: 

• Why do the updated guidelines issued this week by the CDC allow "fluid- 
resistant" gowns and aprons rather than specifying a full-body hazmat 
coverall impermeable to all body fluid, blood, and viral agents to ensure 
optimal protection of healthcare workers? 

• Why didn't the CDC specify an assigned protection factor (APF) for 
respirators? 


' httoV/www.cdc.gov/vhf/ebola/svm atoms/index. html. 
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• Finally, given that the CDC leaves open the possibility that hospitals will not 
provide the same level of PPE to all nurses, when does the CDC recommend 
that healthcare workers immediately begin donning PPE when caring for 
patients identified as potentially exposed to Ebola? If not, at precisely what 
point does the CDC recommend the use of PPE for healthcare workers? 

Granted, there is new information, and conditions can change. This is all the 
more reason however, to mandate measures based on the precautionary 
principle. Any lack of certainty does not justify inaction, but rather, points toward 
an approach that calls for taking the highest level of precautions. 

The Ebola pandemic and the exposure of health care workers to the virus in Texas 
and the real threat that it could occur elsewhere in the US, represent a clear and 
present danger to public health. 

We know that unless uniform optimal standards are universally required for all 
health care facilities, we are putting registered nurses, physicians and other 
healthcare workers at extreme and unnecessary risk. 

And lest we forget, the risk of exposure to the population at large merely starts 
with frontline caregivers like registered nurses, physicians and other healthcare 
workers - it does not end there. As we've seen with school closures in Ohio, and 
quarantining of airline passengers, improper protection and inadequate protocols 
in hospitals can lead to public exposure outside of healthcare facilities. 

indeed, a critical lesson we should have learned from the horrifying Ebola 
outbreak in West Africa is what the World Health Organization has called an 
"unprecedented" infection rate of nurses, physicians and other frontline 
healthcare workers - and a record death rate for them. In Liberia, our sister union 
informed us this disease is not even called Ebola, it is called the "nurse killer 
disease." 

If we cannot protect our nurses and other healthcare workers, we can not protect 
anyone. 

We are your first line of defense. No leader would ever contemplate sending 
soldiers into the battlefield without armor and weapons. Why would we send 
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nurses into the battle with Ebola and other infectious diseases without the 
protection, training, and treatment protocols necessary to defeat this enemy? 

You should not expect RNs to treat any highly infectious disease without optimal 
preparation and protection. Give us the tools, we will contain Ebola. 

All we ask from President Obama and this Congress is: Not one more infected 
nurse. 


7 



80 


Chairman ISSA. Thank you. 
Mr. Torbay. 


STATEMENT OF RABIH TORBAY 

Mr. Torbay. Chairman Issa, Ranking Member Cummings, and 
distinguished Members of the committee, on behalf of International 
Medical Corps, one of the few agencies in the world to be treating 
Ebola patients, I would like to thank you for inviting me to testify 
today and for your leadership in convening this critically important 
hearing. We would also like to express our appreciation to the U.S. 
Government for their pivotal action and generous support for the 
response. 

Our response to the Ebola outbreak has been robust. By the end 
of November, I anticipate we will have a total of about 800 staff 
in Liberia and Sierra Leone. Approximately 70 of these will be ex- 
patriots. International Medical Corps has been operational in West 
Africa since 1999. 

Our Ebola response started in late June with community edu- 
cation and sensitization in Sierra Leone. In late July and after we 
realized the epidemic has reached out-of-control levels, we deployed 
our emergency response teams to both Sierra Leone and Liberia 
and decided to get involved in treatment of Ebola cases. 

When our emergency teams arrived in Liberia in August, what 
we found on the ground confirmed that urgent action was required. 
In a few short months, fallout from the Ebola outbreak had 
brought the country’s already fragile healthcare system to the 
brink of collapse. 

Many were dying. Most were afraid. Previously busy hospitals 
and clinics were empty, with both staff and potential patients too 
frightened to go there for the fear of being infected with the virus. 

Rather than risk infection, mothers shunned lifesaving vaccina- 
tions for their children and, if their child became ill, even seriously 
ill, all too many believed the safer option was not to seek treatment 
at all. 

With funding from USAID, we opened up our first 70-bed Ebola 
treatment unit in Bomi County in Liberia as we admitted our first 
patients on September 15. Currently, we have 53 beds occupied 
and staffed by a team of 17 ex-patriots and 161 Liberian nationals. 
To date, this issue remains one of just two in Liberia operating out- 
side of Monrovia. 

Within the next 6 weeks, we expect to open three additional 
Ebola treatment units, one in Liberia in Margibi County and two 
in Sierra Leone’s Northern Province, specifically in Lunsar and 
Makeni. 

Within the next 3 weeks, we expect to open a training center in 
Bung County to train other NGO staff on case management proto- 
cols. In this center, which will be adjacent to our Ebola treatment 
unit, we will offer a fast-paced, 7-to 12-day training for those that 
will be involved in the treatment of Ebola patients. 

We will open a similar center in Sierra Leone in the near future 
as well. Such hands-on training is the key to protecting healthcare 
workers who must operate in an environment where all know the 
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Ebola virus is present. Strong guidelines and regulations are im- 
portant, but they must be combined with hands-on training to be 
truly effective. 

Mr. Chairman, I would like to briefly share some of what we 
know works. This will help highlight several key areas to focus as 
well as what is needed going forward. 

First and foremost, we need to contain the disease at its source. 
For that to happen, we have learned that several factors need to 
be in place. 

This includes having operational Ebola treatment units that are 
staffed by well-trained health professionals, a robust referral sys- 
tem between community care centers and Ebola treatment units as 
well as between Ebola treatment units themselves to take advan- 
tage of available bed capacity in certain areas. 

Limiting the spread of the virus in the community is essential to 
containment plan. Therefore, the focus on community sensitization, 
including education, awareness, and outreach are critical. Finally, 
contact tracing and burial teams are critical to limit transmission. 

I would like to conclude by offering some recommendations to the 
committee for consideration. More detailed recommendations can 
be found in our written testimony. 

First, one of the most critical lessons learned from this response 
has been the importance of having the human resources ready and 
prepared to address an outbreak of infectious disease. 

Cadres of healthcare workers need to be well trained and sup- 
ported to staff the treatment units and care centers in the affected 
countries, as well as to prepare other countries in the region for 
any potential future outbreaks. 

Second, ensure availability of appropriate personal protective 
equipment. 

Third, ensure clear protocols for evacuating healthcare workers. 
This is essential for our recruitment, training, and retaining of 
health staff in Liberia and Sierra Leone. 

Fourth, open air space to and from the Ebola-affected countries 
must be maintained. The growing restrictions on travel to and from 
West Africa will only isolate the affected countries further, com- 
promise the supply chain, and inhibit efforts to recruit qualified 
staff. These factors will further enable the severe outbreak to con- 
tinue. 

Fifth, we need to accelerate and support the production of vac- 
cines and innovative technologies. 

Finally, in developing and implementing recovery efforts and a 
long-term strategy, we must focus on building stronger healthcare 
systems in the region. 

Mr. Chairman, there is no doubt that we will stop this outbreak 
and the death and, if done correctly, build the tools to prevent an- 
other outbreak of such proportions. International Medical Corps 
looks forward to working with you to make this happen. 

Once again, thank you, Mr. Chairman and Ranking Member 
Cummings, for allowing me to present this testimony. I would be 
glad to answer any questions the committee might have. 

[The prepared Statement of Mr. Torbay follows:] 
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Chairman Issa, Ranking Member Cummings, and distinguished members of the Committee. On behalf of 
International Medical Corps, one of only a small handfitl of international NGOs in the world to be treating 
Ebola patients, 1 would like to thank you for inviting me to testify today and for your leadership in 
convening this critically important hearing. We would also like to express our appreciation to the U.S. 
government for their pivotal action and generous support for the response. 

International Medical Corps is a global, humanitarian, nonprofit organization dedicated to saving lives and 
relieving suffering through health care training and relief and development programs. Its mission is to 
improve the quality of life through health interventions and related activities that build local capacity in 
underserved communities worldwide. By offering training and health care to local populations and medical 
assistance to people at highest risk, and with the flexibility to respond rapidly to emergency situations, 
International Medical Corps rehabilitates devastated health care systems and helps bring them back to self- 
reliance. 

My remarks today will largely be confined to our operations in Liberia and Sierra Leone-— where the 
overwhelming majority of Ebola cases have been reported. 

The Outbreak and Our Response 

Our response to the Ebola outbreak has been robust. By the end of November, I anticipate we will have a 
total staff of about 800 in Liberia and Sierra Leone. Approximately 70 of these will be expatriates. 
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I would like to take you through the response of my organization to the Ebola outbreak. International 
Medical Corps has operated health care and humanitarian assistance programs in West Africa since 1999. 

When the first Ebola cases were detected in the r^ion in late 2013, we were operational in Sierra Leone, 
providing community level health care, mental health care, and support in the fight against malnutrition. 
Because of our longstanding work and familiarity widi the West Africa region, we learned of the Ebola 
outbreak almost immediately, at the end of December 2013, and we continued to monitor the pace of the 
disease. 

In March 2014, Liberia’s Ministry of Health and Social Welfare provided details on suspected and 
confirmed cases of the Ebola Virus Disease (EVD) to the World Health Organization (WHO). Two months 
later (May 2014), the first case of Ebola was reported in the Kailahun District of Sierra Leone, about 270 
miles east of the capital, Freetown. 

Between mid- June and mid-July, the number of confirmed cases of Ebola in Sierra Leone spiked from 
fewer than 20 per week to more than 50. During the second half of July, the number of confirmed cases 
reported in Liberia also increased. After immediate discussions in the field and with partner agencies at 
headquarters to assess needs and gaps, we realized the epidemic had reached out of control levels. 

By this time, we had already deployed teams to Sierra Leone to work with local NGOs as part of a 
community-level campaign to raise awareness about Ebola. On July 31®*, Sierra Leone President Ernest Bai 
Koroma declared a state of emergency. The following day, we ordered a rapid assessment of the local 
conditions and triggered our highest category of emergency response. We also determined the more urgent 
task was treatment of those who had contracted the virus. Our Emergency Response Team arrived in Sierra 
Leone on August 9*. Since then, we have begun construction on — and will staff— a 50-bed Ebola 
Treatment Unit (ETU) in the town of Lunsar, a commercial hub with a population of more than 35,000, 
about 60 miles northeast of Freetown. The projected date of completion of this unit is November 7*** and we 
anticipate receiving our first patient by November 15**'. We plan to operate a transportation service for the 
ETU that will include minibuses, ambulances and hearses. 

We also expect to manage a second 50-bed ETU in Makeni, a city of over 100,000 about 110 miles 
northeast of the capital. The locations of these two treatment units were chosen because they are in areas 
with the highest concentration of new cases in Sierra Leone in addition to the country’s capital. 
Throughout this process, we have coordinated closely with the Sierra Leone Ministry of Health and 
Sanitation, with donors, including USAID, Britain’s Department for International Development, the 
European Commission’s Humanitarian Aid and Civil Protection department (ECHO), Irish Aid, WHO, the 
CDC and other International NGOs. 

In Liberia, we trigged our highest category of emergency response and need for a rapid assessment of 
conditions on August 2, 2014. Five days later (on August 7**’), Liberian President Ellen Johnson declared a 
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state of national emergency in the country. Our Emergency Response Team arrived in Monrovia 72 hours 
later to begin its assessment. What our team found on the ground in Liberia confirmed that urgent action 
was required. In a few short months, fallout from the Ebola outbreak had brought the country’s already 
fragile health care system to the brink of collapse. Many were dying. Most were afraid. Previously busy 
hospitals and clinics were empty, with both staff and potential patients too frightened to go there for fear of 
being infected with the virus. Rather risk infection, mothers shunned life-.saving vaccinations for their 
children, and if their child became ill — even seriously ill — all too many believed the safer option was to 
not seek treatment at all. 

For us, coordination in emergency response is critical. In these critical circumstances, we reached out to 
key actors, such as WHO, the CDC and USAID even before the deployment of our team. We were also in 
regular communication with Medecins Sans Frontieres (MSF) in Brussels. Once on the ground in Liberia, 
we immediately began coordinating our work with other groups involved in the response of the Ebola 
crisis, particularly Liberia’s Ministry of Health and Social Welfare, as well as the representatives of 
USAID’s Disaster Assistance Response Team (DART), WHO, the CDC and MSF, As part of an Incident 
Management System established to tackle the Ebola outbreak. International Medical Corps quickly agreed 
to manage and provide the necessary staff for an ETU being built by Save the Children in the Suakoko 
District of Bong County, about a four-hour drive north of the capital, Monrovia, MSF graciously offered 
training for our key staff who would be operating the ETU. The Ministry of Health provided us with a 
cadre of national health workers that would staff the ETU, and the management of Cuttington University 
provided us with their dormitories to house our staff, as well as other administrative buildings. We are 
thankful to all for their support. 

We admitted our first patients to the Bong county ETU on September 1 5*. Currently, we have 53 beds 
occupied and staffed by a team of 17 expatriates and 161 Liberian nationals. We are gradually building up 
to 70 beds and a staff of around 230. I would like to take a moment to acknowledge the dedicated and 
courageous staff working in our treatment center. They have come from inside Liberia and outside - 
including physicians and nurses from many parts of the United States, Europe and Africa. Our staff is 
comprised of doctors, nurses, technicians, specialists in water, sanitation and hygiene, logisticians, mental 
health professionals, custodial workers, and members of burial teams. 

To date, this ETU remains one of just two in Liberia operating outside of Monrovia, Our operations there 
involve isolating and treating patients, providing them with counseling, caring for the remains of those who 
succumb to the disease, operating ambulance service dedicated to transporting suspected Ebola patients to 
the ETU and returning those home who have either been cured or tested negatively for the virus, assisting 
in the reintegration of those returnees to communities that may be anxious about their return, and working 
with local NGOs on patient referrals. 
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After discussions with the Ministry of Health, WHO, the CDC, DART and the U.S. military, the U.S. Navy 
established a laboratory at Cuttington University, adjacent to our ETU. The presence of this laboratory and 
its ability to turn around the results of blood test for Ebola quickly has made a major difference to our 
work. It has also saved many lives by allowing those who test negative for the disease to leave the ETU far 
sooner than they did previously — from as long as five days to a matter of 5-7 hours. I want to take this 
opportunity to express my personal thanks to the U.S. military for establishing the laboratory in Bong. 

In both Liberia and Sierra Leone, we are preparing to manage a second Ebola Treatment Unit — a 70-bed 
unit in Margibi County, Liberia and a 50-bed unit in Makeni, Sierra Leone. Approximately within the next 
three weeks, with funding from USAID, we expect to open a training center in Bong County to pass on the 
knowledge we have gained to member of other NGOs who want to join in the effort to stem the current 
outbreak. In this center, which will be on the grounds of Liberia’s Cuttington University, adjacent to our 
ETU, we will offer a fast-paced 7-12 day training course for those arriving on the frontlines of the fight 
against this disease. 

Physicians and nurses coming into direct contact with Ebola patients will receive up to 12 days training, 
while other essential skilled technical staff, such as logisticians and water and sanitation engineers, will 
receive 7-10 days. Among the individuals we plan to train are members of a U.S. Public Health Service 
team that will staff a 25-bed Ebola Treatment Unit in Monrovia dedicated to treating health workers who 
have been infected with the disease during the course of their work treating others. A similar training 
center will be established in Sierra Leone as well. 

Such hands-on training is the key to protecting health workers who must operate in an environment where 
all know the Ebola virus is present. Strong guidelines and regulations are important, but they must be 
combined with hands-on training to be truly effective. 

Procedures, Protocols and Practice 

In its 30 years of providing humanitarian assistance to those in need, International Medical Corps has 
worked in more than 70 countries in some of the world’s toughest, most dangerous environments, but had 
not previously encountered the Ebola virus or treated patients infected with it. However, our experience of 
working consistently in challenging, high-risk conditions taught us to move carefully, expect the 
unexpected and to err on the side of caution when weighing risk as we prepared to open our first treatment 
center. We consulted with staff from Medecins Sans Frontieres to draw on the depth of their experience 
and the guidelines and protocols they had developed in treating Ebola patients during previous outbreaks in 
Africa. We also reviewed guidelines and protocols from the CDC and WHO. 

We learned quickly that treating Ebola patients is a labor-intensive endeavor that demands very strong 
logistics to maintain the flow of large quantities of supplies, including personal protective equipment (PPE) 
for the staff, bedding and medications for patients, as well as disinfectant and water to keep the treatment 
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unit safe and clean. For example, most PPEs can be used only once, then are incinerated to prevent possible 
infection. We require approximately 840 PPEs per week to comply with the established guidelines to 
ensure the safety of our staff. We follow a ratio using 3 expatriate doctors per 50 patients, 8 expatriate 
nurses per 50 patients, 4 local physician assistants per 50 patients, 24 local nurses per 50 patients, and 2 
consumable PPEs per patient. 

To treat Ebola patients effectively, we require a staff of about 230 to operate a 70-bed treatment unit. This 
is a staff per patient ratio of over 3: 1. At our Bong County, Liberia treatment unit, we currently have a staff 
of 178 serving 53 beds. Ebola treatment requires higher than normal staff levels to reduce the risk of 
mistakes that could potentially endanger both patients and staff. One common practice in our ETUs is for 
members of our teams to work in pairs — what we call a “buddy system.” For example, two physicians or 
two nurses make every decision that in a regular setting would be made by one on their own. Each “buddy” 
is constantly checking the personal protective equipment of the other and that the delivery of care is 
running correctly. The “buddy system” is also used when removing a PPE, a procedure that can carry a 
high risk of infection if not done properly. To fiirther diminish risk, we have also added one more Shift 
Supervisor, whose task is to make sure each “buddy team” is following the prescribed protocols and to 
monitor the overall movement of the team and the treatment it is delivering to our patients. Our staff 
follow very specific and meticulous, step-by-step donning and doffing protocols. 

These protocols are demanding and arduous, requiring personal discipline, concentration and patience on 
the part of all involved to follow. They are needed because the danger to. staff can be very high. We are 
painfully aware that as of middle of this month, more than 400 health workers had been infected with 
Ebola in the course of their work. In fact, Ebola has been nicknamed “the nurse killer” in Liberia. 

I am pleased to report the strict guidelines and protocols we have implemented have been successful. We 
have been able to both protect and treat health workers at the Bong facility. Actually, one of the patients we 
admitted, treated and cured was a Liberian nurse infected while caring for Ebola patients at another facility. 

Our protocols require that PPEs worn by our staff cover the entire body. No skin can show. We quickly 
learned that wearing a bulk, impermeable PPE with as many as three layers of protection in West Africa’s 
high humidity with temperatures of 95 degrees means that staff can only work relatively short periods of 
time — usually between 1 and 2 hours maximum — inside the unit’s restricted area before being rotated and 
replaced by another team. 

In addition to the ETUs, a new approach is to be implemented in Liberia and Sierra Leone that is hoped to 
help contain the virus. Community Care Centers are to be established where suspected Ebola patients 
could be removed from their homes and relocated into a center in the community where they could be 
isolated and provided with palliative care. These would be centers with approximately 10 beds where 
patients could await testing. A patient testing positive for Ebola could be transferred to an ETU for 
treatment while those who test negative would be allowed to return home. An advantage of such centers 
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would be to protect families attempting to care for a loved one from being exposed to the virus. We would 
support this concept as long as the health workers serving in such centers receive both full training and are 
equipped with the same PPEs as those used in ETUs, The centers should also need to be linked to — and 
supported by — an ETU, acting as de facto satellites to that ETU. 

Funding, Needs and Support 

We are grateful for the timely and generous funding we have received from USAID’s Office of Foreign 
Disaster Assistance, which has enabled us to open the ETU in Bong County and to prepare our staff 
training facility nearby. It has also funded the ETU nearing completion in Lunsar, Sierra Leone. Other 
government donors have also come forward to address the crisis, as have some private foundations and 
corporations. However, generating public donations, which are also necessary to support our efforts to fight 
Ebola, has been a challenge. 

As we continue the scale-up in both Liberia and Sierra Leone for what we believe will be a prolonged fight 
to contain the Ebola virus in West Africa, the needs will grow accordingly. Put simply, we need three 
things; people, commodities, and money. We need to continue the recruitment and training of staff and to 
build a “human resource” pipeline. Conditions to facilitate this — ^which include travel to and from the 
affected countries, procedures and systems to protect and treat health workers — must be ensured and 
implemented as soon as possible. 

By commodities, I mean everything from PPEs to disinfectant, to vehicles for transportation, mattresses 
and bed clothing. Many of these items can only be used once to contain the spread of the disease. 

The fight to contain Ebola will be costly. Assuming there are 27 ETUs regionally, and 120 Community 
Care Centers, we anticipate it would require about $1.6 billion for the next 6 months to bring the disease 
under control. We will also need to consider the secondary impact of the outbreak- — the added costs of 
food, security, and loss of economic activity are estimated at $500 million. Rebuilding the health care 
system and maintaining an adequate disease surveillance system could run an additional $600 million. 

What Works 

Mr. Chainnan, I would now like to briefly share some of our lessons learned of what we know works. I 
believe this will help highlight several key areas of focus as we move forward. 

First and foremost, we need to contain the disease. For that to happen, we have learned that several factors 
need to be in place. This includes having operational ETUs that are staffed by well-trained health 
professionals. 
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Community Care Centers, if well-staffed and equipped, could help limit the transmission. A robust referral 
system between the care centers and ETUs, as well ^ between ETUs to take advantage of available bed 
capacity in certain areas to alleviate pressure of overloaded ETUs can help reduce the wait, time, 
transmission rate and mortality rates. Furthermore, a ^art and efficient coordination mechanism at the 
national level is critical for effectiveness of the response. Limiting the spread of the virus in the community 
is essential to the contaimnent plan. Therefore, a focus on community sensitization, including education, 
awareness and outreach to build a trusting environment are of utmost important. 

Second, building local capacity by carrying out training and supervision of personnel provides countries 
with the needed tools and mechanisms to be prepared to respond during outbreaks. 

And third, we must focus on strengthening coordination of efforts. To turn the tide of this epidemic, we 
need to work together and use the strengths of all stakeholders involved. For instance, data analysis and 
sharing information about what is currently happening and where the gaps are is critical. 

What is Needed Going Forward 

As we have stated above when describing our response, the most critical challenge is the scarcity of health 
workers to treat patients and staff the treatment centers that are currently in operation and those being built 
and planned. 

We are facing a severe shortage of adequately trained health professionals, both national and international. 
The difficult work environment, the personal risk, the need for 21 day self-isolation in some circumstances, 
all make it difficult for us to recruit volunteers. Health care workers also want to be assured that there are 
clear plans and procedures in place for possible evacuation and treatment should they fall ill. This has been 
slow in coming. The growing restrictions on travel to and from West Africa will only isolate the affected 
countries further, compromise the supply chain and inhibit efforts to recruit qualified staff. These factors 
will further enable the severe outbreak to continue. 

Training of health workers and first responders continue to be a major need. This includes training of staff 
working in a treatment units, at community care centers, burial teams, ambulance attendants, community 
workers and educators. The training being conducted by the CDC, the training to be conducted by the U.S. 
military, training being led by other NGOs, as well as International Medical Corps needs to be supported. 
We, at International Medical Corps, are willing to train ETU staff, both in Sierra Leone and Liberia, to help 
contain the virus. 

I would also like to underscore how vital has been and continues to be the availability of and proper usage 
of PPEs during the Ebola response. To this end, it is important to note that acquiring appropriate protective 
equipment has represented another challenge given the numbers required to effectively implement 
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treatment centers and protect workers, as well as the limited number of available qualified suppliers. The 
current demand far exceeds the supply. There are currently two main manufacturers for our “acceptable” 
coveralls (a key component of the PPE), and they are producing at full capacity. We estimate that, at the 
current stage, they will meet around 35 percent of the demand. Those manufacturers need to be supported 
and encouraged to increase their production capabilities to meet the demand. 

1 would like to conclude by offering some recommendations to the Committee for consideration. 

First, one of the most critical lessons learned from this response has been the importance of having the 
human resources ready and prepared to address an outbreak of infectious disease. Cadres of health workers 
need to be well-trained (and supported) to staff the ETUs and care centers in the affected countries, as well 
as to prepare other countries in the region for any potential future outbreaks. This epidemic has very 
visibly demonstrated that it is communities, civil society - including NGOs - and government health 
workers at the local level who carry out the majority of the response related to treatment, patient care and 
case management, and community outreach. To be truly effective, it is important that training and 
supervision of personnel be led by entities with hands-on experience in treatment and management to 
undertake this task, which should involve actual practical training and not be limited to didactic methods. 
A comprehensive approach to the training that includes all aspects of addressing the outbreak should 
include case management and treatment, contact tracing, dead body management, as well as psychosocial 
support, community outreach and awareness, and social mobilization. 

Second, we need to accelerate the construction and staffing of ETUs and community care centers to break 
the chain of transmission. We must also improve coordination among the centers so that beds are available 
to patients who need them. Today, some ETUs have many empty beds while others are at full capacity, 
forcing staff to turn suspected Ebola patients away. 

Third, we must improve surveillance and referral systems that will help individuals access treatment 
quickly and strengthen the link between community-based and referral-systems. 

Fourth, we need to establish clear and understandable linkages among various coordination structures that 
are now in place such as the UN Mission for Ebola Emergency Response and country coordination bodies. 
Such clarity is especially critical for NGOs who are closest to the ground and doing service delivery, as 
well as national governments and their agencies. Efficient coordination would also aid in supply chain and 
logistics issues. 

Fifth, while we welcome the advances that have been made over the past few weeks in establishing 
procedures to evacuate and treat health workers who might contract Ebola, we recommend that the systems 


8 



90 


being put in place now be institutionalized and made part of the global preparedness planning in the event 
of future q)idemics. 

Sixth, we need to maintain an open airspace to and from the Ebola-affected countries. This is critical for 
the humanitarian response, to get staff and supplies in and out of the region. It is critical for our recruitment 
and for the well-being of our staff. We need to contain this virus at the source and we cannot do this 
without the ability to get much-needed staff and supplies to and from the affected countries. As 
InterAction, a coalition of over 190 member orgaiizatioi^ stated in their recent letter to Congress; 
“Without the NGO community and its supported health workers on the ground treating patients in West 
Africa, it will be very difficult to end this crisis.” 

Seventh, we need to accelerate and support the production of vaccines. The human and economic 
consequences of this outbreak are disastrous and an investment in vaccines would help mitigate future 
outbreaks. 

Eighth, we need to invest in preparedness in the region at large to ensure these countries have the needed 
resources, proper training and systems in place to respond to possible future outbreaks. Also, as we have 
learned over the past few months, the virus does not recognize international borders and could affect other 
West African Countries with devastating effects. 

Finally, in developing and implementing recovery efforts and a long-term strategy, wc must focus on 
building stronger health care systems in the region. Some of the most serious side effects stemming from 
the Ebola outbreak have occurred within the countries’ health care systems. Health centers have closed, 
emergency and maternity wards are not functioning, hospital staff have stopped coming to work, all of 
which has had a severe impact on the already dire circumstances facing these countries. As a consequence 
of the current situation, Sierra Leone and Liberia, which already experienced some of the highest burden of 
maternal and child deaths, are now facing conditions where there are no available places for women to 
have C-sections, for children to be immunized, trauma centers to go to after car and other accidents, as well 
as continue to manage the ongoing severe health problems affecting the countries such as high rates of 
malaria, pneumonia, and a wide range of chronic conditions. As a result, the mortality rate is expected to 
increase to higher levels. 

Addressing these challenges will require increased financial investments and the engagement of other 
countries and various stakeholders working in tandem. At the same time, we need to consider the 
secondary and tertiary impacts of this outbreak such as its impact on economic conditions, livelihoods, 
food security, and vaccination coverage. 
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There is no doubt that we will stop this outbreak, end the deaths, and - if done correctly - build the tools to 
prevent another outbreak of such proportions. We look forward to working with you to make this possible. 

Once again, thank you, Mr. Chairman and Ranking Member Cummings for allowing me to present this 
testimony before your very distinguished committee and for holding this timely hearing. I would be glad to 
answer any questions the Committee may have. 


International Medical Corps XJ.S. Headquarters ■ 12400 Wilshire Bhd. ■ Suite 1500 ■ Los Angeles, CA 

90025 ■ (310)826-7800 

D.C. Office ■ 1313 L St. NW ■ Suite 220 ■ Washington, D.C. 20005 ■ (202) 828-5155 
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Chairman ISSA. Thank you. I would like to thank all our wit- 
nesses. 

I am going to withhold my questioning at this time and go — let 
Mr. Turner go first. 

The gentleman from Ohio is recognized for 5 minutes. 

Mr. Turner. Mr. Chairman, I greatly appreciate that. I am 
under a time constraint, having to return back to my district, and 
I greatly appreciate the Chairman doing that. 

Tuesday I had the opportunity to talk to Secretary Hagel about 
the Ebola mission. And I believe that he takes this very seriously 
and he is very concerned both about the effects on our men and 
women in uniform and, also, on the effects of protecting the Amer- 
ican public. 

I am very concerned about the protocols of protecting the Amer- 
ican public. And since I only get one question, my question is going 
to be about that, although I, too, am very concerned, as all the 
American public is, about the protection of our men and women in 
uniform. 

I am very skeptical of the DOD protocols, and I think the Amer- 
ican public is very skeptical. We have basically two threats: one, 
Ebola coming here; or two, individuals who have been exposed to 
Ebola falling ill to Ebola. 

We have had four cases. Two came here. Two are the result of 
people being exposed to Ebola here and then falling ill. Three were 
healthcare providers. 

Now, the American public is very concerned that individuals who 
have been exposed to the Ebola virus have had significant public 
access after being exposed. This is during a period while they were 
falling ill to Ebola. 

Now, on October 10, Ebola came to visit Ohio. Amber Vinson 
traveled from Dallas, Texas, to Cleveland. While she was in Cleve- 
land, she visited local businesses. Of course, she flew on a flight 
there. Almost 300 people had contact with her while she was fall- 
ing ill to Ebola. 

Fortunately, Ohio doesn’t have a report at this time of a case of 
Ebola. But on October 20 , the entire Ohio congressional delegation, 
on a bipartisan basis, sent a letter to the CDC challenging their 
protocols with respect to people who have been known to have been 
exposed to Ebola. 

Now, we all know the stories: trying on wedding dresses, flying, 
going on a cruise, bowling, riding the subway. Although some of 
these issues are personal responsibility, they do go to the issue of 
protocols. 

And if you look at the October 10 Department of Defense guide- 
lines, in paragraph 4, it says that a commander has authority, 
which means they may — they don’t have to — quarantine someone 
up to 10 days if they are concerned about an individual who has 
been exposed. Now, we all know that the doctor in New York fell 
ill, apparently, after 11 days. 

And then it goes on to say that no known exposure — now, it 
doesn’t mean they weren’t exposed — it means no known exposure — 
that there is a 21-day monitoring period, but it suggests that the 
individuals return to routine daily activities. Well, those routine 
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daily activities would include going on cruises, flying, wearing wed- 
ding dresses, bowling, and riding the subway. 

So I think I am very concerned, as the American public is, as to 
the multiplier effect of the contacts that could occur in the public. 
And as we are learning, as we have looked at, in light of what has 
happened, I believe that both the CDC rules and perhaps the DOD 
guidance should be revised. 

General, in light of what we now know and what we are seeing 
and our concerns of the multiplier effect, again, of three healthcare 
providers who had significant public contact while falling ill to the 
Ebola virus, do you believe that this October 10 DOD guidance 
should be revised? 

And, Mr. Lumpkin, I would like your answer, too. 

Mr. Lumpkin. I think the first thing I would like to say is to 
make sure — as I mentioned in my opening Statement, is that we 
at DOD in West Africa are not doing direct patient care. So our op- 
erations in support of USAID are focused on those lines of effort 
of the command and control, the logistics, the 

Mr. Turner. But, Mr. Lumpkin, as you know, that does not 
mean that no one is going to be exposed to the virus. I mean, I un- 
derstand what you are saying about the distinction between 
healthcare providers and non-healthcare providers. But the gen- 
tleman who flew here first. Patient 1 in the United States, was not 
a healthcare provider either. 

Mr. Lumpkin. Very true. 

But I want to make sure you understand that, because we are 
not — we have different categories of risk. And I would like to turn 
it over to my Joint Staff colleague here to explain the risk cat- 
egories and the mitigation strategies for each one of them. 

General Lariviere. Mr. Turner, thank you for the question. 

The protocols that we have put in place, we think, exceed the 
CDC standard. As you mentioned, we will be testing personnel 
twice a day while they are deployed, take their temperature, and 
to ensure that they — that, if they were exposed and they did be- 
come infected, we could isolate them effectively. 

The 0-to 10-day timeline that you discussed is the timeline that 
will take place in country. Commanders will have the authority to 
remove their personnel, 

Mr. Turner. But, General, as we already know from the doctor 
in New York, he indicated, if the news reports are correct, that his 
symptoms occurred at 11 days. 

General Lariviere. Yes, sir. 

Mr. Turner. So is it you are 10 days too short? 

General Lariviere. Yes, sir. Well, the 10 days were in country. 
The 21 days can’t start until they are actually out of the affected 
area. So the 21-day monitoring period will take place 

Mr. Turner. Which means they could be traveling on day 11 and 
no longer isolated? 

General Lariviere. They could be traveling on day 11, but they 
will — the 21 

Mr. Turner. Which would result in additional exposure? 

General Lariviere. No, sir. We will try to limit their exposure 
prior to their departure. But the 21-day timeline won’t start until 
they are back in the United States 
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Mr. Turner. Well, my time is up. 

But I want to indicate I am highly skeptical. The American pub- 
lic is worried. I believe these need to be revised. The Ohio delega- 
tion sent to GDC, they believe theirs need to be revised. 

The American public is concerned that people who are exposed 
are having too much contact with the American public and raising 
the risk to the United States citizens. 

Thank you, Mr. Chairman. I appreciate it. 

Chairman ISSA. Thank you. 

And, General, I just want to make sure, as the ranking mem- 
ber — I just want to make sure that you are clear in what you are 
saying and what Mr. Turner was asking. 

If someone like the doctor in New York who just tested positive 
is, in fact, held for 10 days, leaves on a commercial airplane — if one 
of your gunnery sergeants leaves on an airplane, arrives in New 
York and on the 11th or 12th day goes positive, your 10 days will 
have done nothing and you won’t get that opportunity to have them 
outside — ^you know, in other words, the quarantine of 21 days after 
you get back doesn’t matter. 

And I think that is what Mr. Turner was very much asking, is 
the example he gave of a doctor from just yesterday tells, I think, 
all of us that 10 days isn’t long enough if that person then travels 
on a commercial airplane where they then can infect the pas- 
sengers on the airplane. 

Is that your question, Mr. Turner? 

Mr. Turner. Correct, Mr. Chairman. 

Chairman IsSA. Thank you. 

Do you have any further clarification? 

General Lariviere. Perhaps I am — perhaps I am not being clear. 
The 10 days is to attempt to limit their possibility for exposure 
while they are in country in Liberia. 

They will then be screened for temperature and possible expo- 
sure prior to getting on a government contract or U.S. military air- 
craft to be returned to their unit back in the United States. 

Once they have flown back to their unit in the United States, 
they will be given a 21-day monitoring period where they will be 
required to come into the unit twice a day for medical checks by 
U.S. military medical personnel at their unit where they will have 
their temperature taken and looked in the eye by a medical profes- 
sional to see how they are doing. That will take place for 21 days 
back — ^back in the rear area to ensure they that do not become in- 
fected. 

They will never be more than 12 hours from possibly spiking a 
fever. If they did exhibit symptoms and spike a fever once they 
were back in the United States during one of those medical checks, 
they would immediately be taken to a treatment facility and begin 
the isolation process. 

Chairman IsSA. Mr. Cummings. 

Mr. Cummings. Yes. 

Mr. Torbay, I want you to remember what was just Stated and 
I want you to comment on that in a minute. I am going to — I am 
really curious as to what you — ^you deal with this every day. So — 
what you think of it. But I want to go through some other things 
first. 
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I know your organization is incredibly busy, but your input is 
very crucial. In addition to your very detailed written Statement, 
you provided some pictures, and I am hoping you can explain what 
we are seeing. 

First, I believe this picture is an Ebola treatment center. Can 
you briefly describe what we have seen here. And where is that? 

Mr. Torbay. Absolutely. This is in Bomi County in our Ehola 
treatment unit. This is the isolation unit. What you see, the two 
health workers in yellow suits with a hood and a mask are actually 
inside the restricted area. Nobody is allowed to go in there without 
full personal protection, equipment, and training. 

And outside they are taking notes. There is a supervisor to make 
sure that proper protocols are taking place as they are entering the 
Ebola treatment unit. 

Mr. Cummings. And, in your testimony, you said you need about 
840 of these suits every week. You also said this, “The current de- 
mand far exceeds the supply. There are currently two main manu- 
facturers for our acceptable overalls, and they are producing at full 
capacity.” You go on to say. We estimate that at the current stage, 
they will meet around 35 percent of the demand. Is that right? 

Mr. Torbay. That’s correct. 

Mr. Cummings. And so what can we do to help provide more pro- 
tective gear? 

Mr. Torbay. Absolutely. First of all, I would like to clarify that 
it is 840 PPEs for a 60-bed hospital. That is for one Ebola treat- 
ment unit; it is not for the entire operation. What we need to do 
is encourage those manufacturers to increase the supply line and 
make sure that anybody who has the capacity or has some of those 
PPEs in stock to release them, because a lot of them are in stock 
in areas that are not actually endemic, and they need to be re- 
leased for those that are treating patients. 

Mr. Cummings. Now going back, let me go to another picture. 

Mr. Torbay, in this picture there is a little truck in the back- 
ground, and it has some kind of tarp on a flatbed. Can you tell us 
what the truck is used for? 

Mr. Torbay. This is a makeshift ambulance. There is a lack of 
ambulances in Liberia. So we took a flatbed truck, we put a mat- 
tress in it, and we covered it with a tarp. And this is what we take 
to get patients from the community to the Ebola treatment unit. 

Mr. Cummings. In your written Statement. You said, “Put sim- 
ply, we need three things, people, commodities, and money. By 
commodities, I mean everything from PPEs, to disinfectant, to vehi- 
cles for transportation, mattresses and beds and clothing.” So is 
this what you are talking about in additional vehicles to transport 
patients? Is that what you are talking about? 

Mr. Torbay. Absolutely. To transport patients. Additional vehi- 
cles for burial teams. Ambulances that could go out to the commu- 
nities, to the community care centers and transfer patients to the 
Ebola treatment unit for treatment. 

Mr. Cummings. Now let me go to the next picture. This is not 
a picture you provided, but one from a hospital in Sierra Leone. 
There are people on the floor. There is fluid everywhere. And there 
is a team of people in full protective suits that appear to be remov- 
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ing a dead body. Can you please explain why it is so important to 
have proper burial procedures? 

Mr. Torbay. Absolutely. The viral load in a dead body is at its 
highest. This is when it is most contagious. So it is extremely im- 
portant to have proper burial procedures. The way we go about it, 
when a person succumbs to the disease, we spray them with dis- 
infectant, chlorinated water. We put them in a body bag; we spray 
them again. We spray the body bag again. We put them in a second 
body bag’, we spray the body bag again. And a third body bag, and 
we spray them before we transfer them to the burial ground. So it 
is extremely important that proper burial procedures are followed 
all the time. 

Mr. Cummings. And would more resources help with that process 
that you just described? 

Mr. Torbay. Absolutely, sir. 

Mr. Cummings. And how so? 

Mr. Torbay. We need more burial teams. The burial teams on 
the ground in the three countries are not enough. They possibly 
contribute probably a third of the need. We need body bags. We 
need training for the burial teams, as well as vehicles for transpor- 
tation of dead bodies. 

Mr. Cummings. Mr. Chairman, with the committee’s indulgence, 
I would like to play a very short video clip, showing how the final 
stage of this process, the burials, is currently being handled. 

[Video shown.] 

Mr. Cummings. Thank you, Mr. Chairman. 

Mr. Torbay, right now there are a lot of people watching this 
hearing. And many of them do not know the extent of the crisis in 
West Africa. They do not know the urgency of the need. You have 
a microphone in front of you. You have an opportunity to reach mil- 
lions of people this morning. If there is one thing you want to tell 
the American people, what would that be? 

Mr. Torbay. Thank you, Mr. Cummings, for giving me this op- 
portunity. We need to deal with the Ebola virus at its source in 
West Africa. Steps can be taken in order to deal with this. We need 
to immediately increase treatment capacity by deploying and train- 
ing proper health personnel. We need commodities, as we dis- 
cussed, PPEs, ambulances. We need financial resources. We need 
further containment at the community level as well. It is not just 
about treatment; we need to contain it at the community level. This 
is a global issue. It is not just a West Africa issue. We all need to 
work together as one team to tackle this deadly disease and put an 
end to this outbreak. 

Once we do so, we need to continue the investment in rebuilding 
the health care system in West Africa, as well as preparedness in 
other countries. We need to make sure that this outbreak doesn’t 
reoccur. The U.S. has and is playing a pivotal role. I am proud to 
say that the U.S. has led the way and continues to answer the call, 
and other countries are following the lead of the U.S. 

Mr. Cummings. Just one last thing. Mr. Turner asked, I thought, 
a great question. And the chairman tried to get some clarification 
about military folks. What was your reaction to — you deal with this 
disease. We have got health care workers in the back of you, and 
the American people are looking on. I mean, do you feel that that 
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is an appropriate way to address this? And should the American 
people be concerned? I mean, we have got people going over to Afri- 
ca to try to help out. 

Mr. Torbay. I would like to clarify one thing. If there are no 
symptoms, there is no transmission. That is the first thing. Unless 
the patient develops symptoms, the patient cannot transmit the 
Ebola virus. So monitoring temperature is critical, because as long 
as the patient is asymptomatic, there is no risk of transmitting the 
disease. We follow a slightly different protocol, but it is very much 
in line with what the General said, as well as with the CDC. 

There is no risk, which means somebody who hasn’t been ex- 
posed to the Ebola virus; he hasn’t been in contact with some- 
body — in fact knowingly infected with Ebola. We bring them on a 
commercial airline. They monitor their temperature for 21 days 
twice a day. We contact them to make sure it happens. 

There is low risk or some risk. And those people, we do not allow 
them to actually travel on commercial airlines. We ask them to 
stay out of the risk area, even in West Africa, but out of the risk 
area for 21 days to make sure that actually they have no symptoms 
before we allow them back. 

And there is high risk. Those are people that have knowingly 
been exposed to the virus. Those will be quarantined and mon- 
itored. And the minute they develop symptoms, they will be tested 
for Ebola and admitted. 

Mr. Cummings. Thank you, Mr. Chairman. 

Chairman ISSA. Thank you. 

And I want to followup on the ranking member at that point. So 
if I heard you correctly, the fact is the 10-day waiting period has 
absolutely no value, that, in fact, the only real question, the only 
real way to ensure that someone is not contagious or not going to 
become contagious is for them to be outside the risk area for 21 
days, not exposed to other people who exhibit symptoms for 21 
days. Is that correct? 

Mr. Torbay. I think where the 10 days comes from is that the 
majority of symptoms appear within 7 to 10 days after 

Chairman IsSA. Or 11 in the case of the gentleman from New 
York. 

Mr. Torbay. Absolutely. I said majority. There are exceptions. 
The incubation period is 2 to 21 days. That is why it is important 
to wait for 21 days after the last known exposure to the virus. 

Chairman IsSA. Again, known exposure. That is correct. 

Now, General, you are going to be operating some seven labs. 
You said you are not doing medicine, but anyone who works in 
those labs, takes materials out of those labs, has secondary expo- 
sure to, if you will, liquids and so on, in fact, is in a direct risk, 
aren’t they? The testing labs, because we have already had that in 
Dallas, is, in fact, a point of transmission. It’s not just the indi- 
vidual, but, in fact, the materials that come out of that individual. 
Isn’t that correct? 

General Lariviere. So the military personnel who are working in 
the labs are infectious disease specialists who do this 

Chairman IsSA. I don’t want to know who they are. I want to 
know are they exposed. 
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General Lariviere. They are considered actually low risk be- 
cause they actually have the entire suite of protective equipment 
and the extensive training. 

Chairman ISSA. You know, one of my problems, General, very lit- 
tle time, and I want to be pleasant through this whole thing. But 
we have the head of GDC, supposed to be the expert, and he has 
made Statements that simply aren’t true. 

Doctor, you can get Ebola sitting next to someone on a bus if 
they, in fact, throw up on you. Can’t you? That is reasonable. 

Dr. Lurie. The way you get Ebola is by exposure to body fluids, 
yes. 

Chairman IssA. OK. So when the head of the CDC says you can’t 
get it with somebody on the bus next to you, that is just not true. 

When the head of the CDC says you cannot in fact — that we 
know what we are doing, but, in fact, health care professionals, 
wearing what they thought was appropriate protective material, 
got it, then that means he is wrong. When the head of the CDC 
goes on television and says, sometimes less protection is more — is 
better, and then has to reverse the protocols so that we no longer 
have nurses, Ms. Burger, who have their necks exposed, that was 
just wrong, isn’t it? Ms. Burger? 

Ms. Burger. That their necks were exposed? 

Chairman IssA. I mean the fact is the head of the CDC gave 
false information, basically saying it was OK to have your neck 
area exposed, when, in fact, if somebody threw up on you that 
could be 

Ms. Burger. I honestly don’t know that those nurses were in- 
structed that their necks were OK to be exposed. I know that 

Chairman IssA. The head of the CDC, when asked about whether 
you had to have full body suits versus simply the mouth, said 
sometimes less is — ^you know, more is not necessarily better. So the 
head of the CDC was wrong. We are relying on protocols coming 
from somebody who has been proven not to be correct. Isn’t that 
true? 

Ms. Burger. Those nurses were not protected. Correct. 

Chairman IssA. Mr. Roth, I don’t want to belabor waste, fraud, 
and abuse at this hearing, even though that is a lot of what this 
committee looks for. But if I understand correctly, you have — your 
report shows that they didn’t know what they were buying and 
why particularly well. They bought large amounts without a rec- 
ognition that it was going to essentially expire and without a plan 
to rotate it or in some other way put those materials into good use 
the way DOD normally does in order to prevent items from expir- 
ing that have secondary use. Is that all correct? 

Mr. Roth. That’s correct. 

Chairman IsSA. And although I know you can’t reach every con- 
clusion, in your material, did you discover that, for example, the 
face masks, that instead of buying them they simply could have 
had a rotating inventory that they could have drawn from that 
would have allowed the vendor to maintain a stockpile but rotate 
it so they would only take possession — which is also done at DOD 
on occasions — they would only take possession when they need it, 
and, in fact, they wouldn’t have to buy it but rather rent the avail- 



99 


ability of it. Did you look into that at all or did they look into that 
at all? 

Mr. Roth. They did not look into that at all. Certainly when we 
make our recommendations, one of the things that we ask them to 
do is explore the types of options that you talk about. 

Chairman IssA. So all of those options are going to need to be 
looked at, evaluated, and available to Members of Congress before 
we start writing checks for large stockpiles. Wouldn’t that be cor- 
rect? 

Mr. Roth. That’s obviously up to Congress to decide. And cer- 
tainly now the Department is starting to do the kinds of planning 
that we had recommended. 

Chairman IssA. I will close with Mr. Torbay. The pictures that 
the ranking member showed and the situation in Africa is certainly 
desperate. And I know my constituents are most worried about 
what comes here. But realizing that 4,000 there versus less than 
one handful here certainly shows us where the problem is. And I 
think you said that very well. But, in fact, medical personnel that 
are dispatched from here go there and, in more than a few cases, 
find themselves infected. Isn’t that true? 

Mr. Torbay. Correct. 

Chairman IssA. So I want to just ask — it might be both — ^but is 
that primarily because of the conditions under which those doctors 
and nurses and other health care professionals find themselves 
working, or is it for lack of training? Is it more one or the other? 

Mr. Torbay. Mr. Chairman, it is a combination of both. Our 
medical staff, they are heroes, doctors and nurses. They work in 
probably 95-degree temperature wearing those PPEs that you have 
seen. Our rotations are every hour. We get them out every hour be- 
cause they are dehydrated. 

Chairman IssA. So they are capable of not getting infected if they 
were in a good facility dealing with one patient rather than ques- 
tionable facilities, endlessly, for 24 hours a day, trying to deal with 
an onslaught of patients. Is that correct? 

Mr. Torbay. I would say in our facility — it’s a 70-bed facility — 
we have 230 staff members. And their only job is actually to look 
after the patients that are infected with Ebola. 

Chairman IssA. To the greatest extent possible, I am going to ask 
one last question that I would like to have people say a yes or no. 
Ebola is a 35-year-old disease. It is not new. It was discovered a 
long time ago. And we have spent money looking into it, planning 
for it. The various flus, the influenzas, going back to at least 1918, 
are not new, and they have a similarity in that they can be trans- 
mitted and they kill. Since this is a hundred-year-old process of 
dealing, at least, with modern infectious diseases, is there inher- 
ently a similarity in that, whether it’s Ebola or, in fact, a pan- 
demic, that we in Congress should be looking at the planning and 
the prevention and the training somewhat homogenously? 

In other words, today we are looking at Ebola. Should we be 
looking at infectious diseases, the training, the prevention, the han- 
dling, the emergency? Should we on this side, the nonmedical pro- 
fessionals, look at this as a failure of not just Ebola, but infectious 
diseases of this entire sort that we could have and should have 
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been more prepared for? And to the extent you can, I would appre- 
ciate a yes or no. Doctor? 

Mr. Torbay. Yes. 

Chairman ISSA. Ms. Burger. 

Ms. Burger. Yes. 

Chairman IssA. Doctor? 

Dr. Lurie. It is a somewhat more complicated question. Ebola 
and flu are very different. And they are spread very differently. 

Chairman IssA. Well, I was using infectious diseases and the iso- 
lation, the maintenance, and so on. I wasn’t trying to say that 
those which can be aspirated or in some other way transmitted. 
The point, though, is AIDS and lots of other diseases — AIDS being 
much more similar to Ebola as far as fluid transmission — we have 
had these for a long time. We are now seeing failures. 

In your opinion. Doctor, are these failures to a certain extent the 
fact that we said we were planning to deal with infectious disease, 
prepare our health care system, and our doctors and nurses, and, 
in fact, it appears as though we trained them but not trained them 
to the level we should? Yes or no. 

Dr. Lurie. I think that our failures largely relate to the fact that 
we are learning some new things about Ebola. Ebola has never 
been in this hemisphere before. And as we are learning those 
things, we are tightening up our policies and procedures as quickly 
as possible. 

Chairman IsSA. Mr. Roth. 

Mr. Roth. To the extent that the viruses transmit in the same 
way, when we looked at the logistics, the acquisition management, 
I would say the answer would be yes. 

Chairman IsSA. Doctor? Or Mr. Lumpkin. 

Mr. Lumpkin. This is outside of our purview and lane. 

Chairman IsSA. OK. 

With that, I will go to the gentlelady from New York. 

Mrs. Maloney. Thank you. 

And I first would like to thank all of our distinguished panelists 
for coming today during what is a critical time in the Eederal Gov- 
ernment’s response to an urgent global crisis. 

Eirst, I would like to take a moment to commend the health care 
professionals in New York City for their outstanding response yes- 
terday to our first case of Ebola. New York City has been working 
with New York State, the Centers for Disease Control, to prepare 
for this. And our Nation’s largest city, based on what we know now, 
I believe they have responded and done absolutely everything right. 
A young physician had returned from West Africa 10 days ago, 
where he had been working on the Ebola crisis with the Doctors 
Without Borders. Upon arrival into the United States, the doctor 
was flagged by the CDC and Customs and Border Patrol, and re- 
ported to New York City health officials. Yesterday, when he re- 
ported he had a 103-degree temperature and was experiencing pain 
and nausea, the New York City health care system sprang into ac- 
tion. The patient was immediately transported to a specially 
trained Haz-Tac Unit, wearing personal protective equipment, to 
Bellevue Hospital. The hospital had previously been designated for 
the isolation, identification, and treatment of potential Ebola pa- 
tients by the city and State officials. 
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Governor Cuomo has designated eight special hospitals in New 
York City. Earlier this week, a specially trained CDC team visited 
Bellevue and determined that the hospital has been trained in 
proper protocols and is well prepared to treat patients. 

I must say that I respond to your concerns about nurses. And at 
the hospital, there were clear protocols in place established by the 
health department to ensure that nurses and all staff caring for the 
patient followed the strictest safety guidelines and protocols. Con- 
tact teams were ready to quickly identify, notify, and, if necessary, 
quarantine any contacts the patient may have had on his three 
trips on subway, visit to a restaurant, and a ride in a taxi cab. The 
health department is now working with the HHC leadership, Belle- 
vue’s clinical team, and the New York State Department of Health. 
And the CDC is assisting us daily in this effort. They are in close 
communications with the New York City Health Department, 
Bellevue Hospital, I would say all elected officials, and they are 
providing technical assistance and resources. 

The CDC already had a team of Ebola experts in New York City. 
They were already there to help. Three members I am told were 
flown in last night from the CDC’s so-called CERT team to join 
their colleagues already on the ground. And we are told that more 
CDC professionals will come in if needed. The CDC Ebola Response 
Team will arrive within 24 hours to any location in the United 
States where a case is reported. And so far, this is absolutely true, 
it is what has happened in New York City. 

This week, CDC named New York City and State as one of six 
States who will begin active post-arrival monitoring of travelers 
whose travel originates in either Liberia, Sierra Leone, or Guinea, 
and arrive at one of the five airports in the United States doing 
enhanced screening. Active post-arrival monitoring means that 
travelers without fever or symptoms consistent with the Ebola 
symptoms will be followed up daily by State and local health de- 
partments for 21 days from the date of their departure from West 
Africa. And active post-arrival monitoring will begin on Monday, 
October 27. 

I want to reiterate that Ebola is not airborne. Someone infected 
with Ebola can only transmit the virus if they are experiencing 
symptoms, bodily fluids in direct contact, vomiting, blood, saliva, 
diarrhea. There are over 9,000 reported cases and over 4,000 
deaths. I am told that the American health system is now actively 
reviewing two vaccines. They are in clinical trials. And we are re- 
sponding. 

My question really is to you. Dr. Lurie, about the hospital pre- 
paredness program. But, first, I would like to request that this 
Statement that was prepared by the Trust for America’s Health, a 
nonprofit 

Chairman IssA. Without objection, that will be placed in the 
record. 

Mrs. Maloney. It talks about the need for enhanced funding, 
that our funding is not up to the threat that our country faces. 

I would like to ask you, how does the program help to ensure 
that our hospitals that are so designated across America are pre- 
pared to respond in a health emergency? And I would like to thank 
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your program for the help that you gave to the great city of New 
York. Thank you. 

Chairman IssA. The gentleman gentlelady’s time has expired, but 
you, of course, can answer. 

Dr. Lurie. Well, thank you so much. And we were very gratified 
last night to see the kudos to the program and kudos to New York 
City for their tremendous job in responding. Our program gives 
money to States — and, in the case of New York City, directly to 
New York City — to help the health care system become prepared. 
It is defined as a set of eight basic things that every health care 
facility needs to do and provides the funding for training, for exer- 
cising, for planning, for the purchase of personal protective equip- 
ment, and other things necessary for hospitals and other health 
care facilities to be prepared. It is, in fact, one of the reasons that 
Bellevue and I believe other hospitals in New York City have been 
able to do such a tremendous job getting ready for this. And we 
will continue to support them through this program and others as 
they move forward. 

Chairman IsSA. Thank you. 

The gentleman from Florida, Mr. Mica. 

Mr. Mica. Well, first off, I have to take sort of a point of personal 
privilege. The chairman missed a word in his opening Statement 
and apologized for being on a plane. 

The committee should know, you know, the country faces two in- 
credible threats right now. One is ISIS, or this threat we face from 
terrorism we have seen this week. It threatens not only the United 
States, but the world and our allies. But Mr. Issa, and I accom- 
panied him, and we had a Democrat Member from the Foreign Re- 
lations Committee, was in Iraq. We were in Iraq last night. We left 
there at 6 o’clock in the evening and flew all night. And this is how 
dedicated he is, to make sure that we are prepared over there. You 
would be so proud of our troops that we saw. Incredible. 

And General, too, you get called on to do some tough stuff. But 
I saw our men and women. They are just awesome. And we had 
a chance to meet with some of our allies to get them to step up to 
the plate. But we face that threat nationally, domestically, and 
internationally. 

We face Ebola, a very serious threat. Dr. Torbay, this ain’t going 
away any time soon, is it? 

Mr. Torbay. We are hoping that we could contain it. If all steps 
that are being put in place are followed, it will be contained. 

Mr. Mica. Here is a report I read on the plane last night. It says, 
“Experts warn the infection rate could reach 10,000 a week by 
early December.” Ten thousand a week. Is that semi accurate? 

Mr. Torbay. That is what the 

Mr. Mica. The way things are going now. This is a report I got 
on probably the people that are most at risk are health care work- 
ers, whether they are there or here. Would that be correct? This 
isn’t up to date, but you had 404 cases of Ebola in health care 
workers; 232 died. Pretty high fatality rate, right. Doctor? 

Mr. Torbay. That is correct. 

Mr. Mica. OK. 
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Thank you, Ms. Burger, for representing the nurses. Do we know 
how those nurses were infected or exposed, how they caught Ebola, 
for sure? 

Ms. Burger. Thanks to the whistleblowing efforts of Briana 
Aguirre, we know that the nurses did not have optimal standards 
for personal protection. 

Mr. Mica. OK. So we know that they weren’t properly protected. 

Ms. Burger. Or trained on protocol. 

Mr. Mica. Or trained. OK. All right. 

Dr. Lurie, you said that we are putting additional protocols in 
place, guidance. Right? When was the most recent? 

Dr. Lurie. The most recent 

Mr. Mica. A week ago? A month ago? 

Dr. Lurie. The most recent guidance on personal protective 
equipment has been in the last couple days. 

Mr. Mica. And what about — OK. 

Dr. Lurie. It was changed in response — it was changed in re- 
sponse to the situation at Dallas Presbyterian. 

Mr. Mica. OK. So in the last couple of days. You said airport 
screening. When was that instituted, the new guidelines? 

Dr. Lurie. I can’t recall exactly the date that it started. 

Mr. Mica. A week ago. 

Dr. Lurie. The tunneling into the five airports was in response 
in the last week. 

Mr. Mica. Last week. I can tell you, it is not working. OK? All 
we got to do is look at Craig Spencer. He was tested there. It is 
not working. 

Now, he is a medical professional. He reported himself. 

And then you see cases where, again, we are not prepared still. 
The whole part of this hearing is all about Mr. Roth’s report. This 
is the inspector general’s report, right, Mr. Roth? 

Mr. Roth. Yes. 

Mr. Mica. We spent millions of dollars getting prepared, right? 

Mr. Roth. Correct. 

Mr. Mica. OK. Didn’t you just testify that in fact — and it is in 
this, I think page 7 here — 200,000 of our pandemic respirators 
have gone beyond their 5-year manufacturer warranty? 

Mr. Roth. The ones that TSA 

Mr. Mica. On page six, don’t you testify that — this is a bottle of 
hand sanitizer. You tested it. Eighty-four percent of the hand sani- 
tizer is expired that you tested. Is that right? 

Mr. Roth. That is correct. 

Mr. Mica. So how do I tell the American people that we are pre- 
pared, that we spent millions of dollars for a pandemic — and here 
it happens to be Ebola. And you just heard testimony how impor- 
tant it is to have the right protections. The equipment, almost all 
the equipment you cited in this report in fact is either out of date, 
it was — the purchasing made no sense. We don’t know the inven- 
tory. We don’t know who has got it. We don’t know who is going 
to get it. Is that right. Dr. Roth? 

Mr. Roth. Mr. Roth, but thank you for the promotion. 

Mr. Mica. OK. I upgraded you. 

Mr. Roth. Yes. You are correct. 
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Chairman IssA. The gentleman’s time has expired, but if you call 
everyone “doctor,” you will do very well. 

Mr. Mica. Your report is correct. And I thank you. I have addi- 
tional questions. Thank you. 

Chairman IsSA. Thank you. 

The gentleman from Massachusetts, Mr. Tierney. 

Mr. Tierney. Thank you very much, Mr. Chairman. 

Thank the members of the panel for their testimony here today 
and for the work that they do on a regular basis. I think folks here 
that don’t already know may be pleased to know that the news was 
just released that the Presbyterian Hospital Nita Pham is Ebola- 
free, according to the National Institute of Health. And she will be 
released today. I think that is good news on one front on that. 

I think also a little bit of good news, and Mr. Torbay was men- 
tioning it, is that the United States has taken the lead in the inter- 
national response to this. And I think we don’t often give credit 
where it is due on that. I think we should all be proud that this 
country at least recognizes that not only do we have issues within 
our own country here that we have to deal with in terms of people 
that may be exposed or come down with the disease and come to 
this country, or be here when they are treating somebody, but that 
you do have to go to the source with a shock-and-awe type of ap- 
proach as if you were in some sort of battle. We are losing lives. 
And we are losing situations that could then endanger the entire 
international community. So we need a shock and awe, all the 
things that Mr. Torbay talked about. Do we have a large enough 
response? Is it coordinated accurately? Are the people that go there 
supplied and trained and equipped sufficiently to get the job done? 

So my first question might be to Mr. Lumpkin and Dr. Lurie and 
Mr. Torbay, is the international effort now, in fact, large enough? 
Is it being well enough coordinated? Is there sufficient training and 
equipment for those that are involved in it? And if not, what re- 
mains to be done and by whom? So Mr. Lumpkin. 

Mr. Lumpkin. In West Africa, U.S. leadership is galvanizing sup- 
port on the international front. So what we have seen is that since 
the — we have gone in with speed and scale that the international 
community is coalescing to come together in order to fight the 
Ebola epidemic. 

Mr. Tierney. Dr. Lurie, is that coordinated enough? Are the peo- 
ple well trained and equipped enough? Is the response sufficient 
enough? Who should be responsible for what remains to be done, 
if anything? 

Dr. Lurie. So I would agree with Mr. Lumpkin’s assessment of 
the situation in West Africa. It has taken time to get the resources 
in place there. U.S. leadership has been incredibly welcomed and 
incredibly important. As a result of that, we are finally seeing 
many other countries of the world step up to put resources in place 
in West Africa. 

Mr. Tierney. So, Mr. Torbay, maybe you can help me. Is the re- 
sponse adequate enough? Are people that are now involved trained 
enough and equipped enough? Is it well enough coordinated to be 
able to start containing the situation and then hopefully wrestling 
it to the ground? 
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Mr. Torbay. The U.S. and the UK have stepped up. Now it is 
time for the rest of the world to follow suit. The training is picking 
up. The DOD started their training. We started our training. The 
minister of defense in the UK is starting their training in Sierra 
Leone. I think, within the next 3 to 4 weeks, the training would 
he up to speed, which is critical. Supplies, PPEs are coming in. The 
different levels of PPEs, they are coming in. We hope that the pipe- 
line will continue to come in. I think the other countries need to 
step up. We cannot forget about Guinea and containment of the 
Ebola in Guinea. This is where it started. Businesses need to get 
involved more. The economical toll of this outbreak is just phe- 
nomenal. We need to think about that. We need to think about 
technology as well. The development of vaccine is critical, but also 
technology companies need to start thinking about creative ways to 
monitor people when they are coming back, monitoring the tem- 
perature instead of having to rely on patients checking their tem- 
perature twice a day. And I think if the interventions, the inter- 
national interventions continue at the same pace that it is now, I 
think it will be contained within the next 4 to 6 months. 

I would also like to thank the Department of Defense, the U.S. 
Navy, for putting a lab actually in Bong County, right next to our 
ETU. This has cut down the testing time from 3 to 5 days to 5 to 
7 hours of Ebola patients. So we are accepting patients, testing 
them, releasing them if they are negative, and avoiding infections 
by them staying in the isolation ward. 

Mr. Tierney. Thank you. This isn’t the hearing for it, but Mr. 
Roth, thank you for your work. I am also amazed that agencies like 
DHS don’t go to the Government Accountability Office or somebody 
in advance to learn how to set up a protocol as opposed to waiting 
until they get audited later and find out that they didn’t do it cor- 
rectly. 

But Mr. Chairman, I suspect we will hear that later. 

Dr. Lurie, last question. This is not new. Ebola has been around 
a while. Obviously, people think that we could have been a lot fur- 
ther along in terms of vaccination or some other type of treatment 
or medicine on that. But there has been no profit motive suffi- 
ciently involved on that. What are we doing — not just with Ebola, 
but anything along the situation line with the chairman’s question 
earlier — what are we going to do to make sure that we have the 
kind of forward thinking that if the free market and the profit mo- 
tive isn’t going to resolve these things and get them done, what are 
we going to be able to do as a public policy? 

Dr. Lurie. I this is a great question, and I thank you for it. Were 
it not for the investments in biodefense and getting going with 
Ebola vaccines and therapeutics, we would be nowhere near where 
we are now with the safety testing of two promising vaccine can- 
didates going on and soon to be testing some therapeutics. So we 
do need to think about emerging diseases. We do need to think 
about developing products, countermeasures for them now. And we 
have appreciated the support from Congress for BARDA, the Bio- 
medical Advanced Research and Development Authority, both 
through its direct funding and through the Project Bioshield Spe- 
cial Reserve Fund that have helped us ensure that there is a mar- 



106 


ket, ensure that product developers and manufacturers will step up 
to the plate and work on these important threats. 

Mr. Tierney. So you are talking about public financing being 
used to establish those markets on that as opposed to just the pri- 
vate industry on its own going out and trying to work with the free 
market aspect? 

Dr. Lurie. We have been talking about some very positive public- 
private partnerships and some tremendous models that we have 
developed over the past several years, whether it’s been about bio- 
threats or whether it’s been about pandemic flu, and now with 
Ebola, that are really making that possible, yes. 

Mr. Tierney. Thank you. 

Thank you, Mr. Chairman. 

Chairman ISSA. Thank you. 

The gentleman from North Carolina. 

Mr. McHenry. Thank you, Mr. Chairman. 

My questions are for the Assistant Secretary and — the Assistant 
Secretary and for the General. We have our men and women in 
uniform that are now in regions that are severely affected by 
Ebola. To their parents, their mothers and fathers of these men 
and women, do you have every confidence that they have every bit 
of the equipment and training that they need to be protected, to 
be safe, and to return home healthy? 

Mr. Lumpkin? 

Mr. Lumpkin. The safety of our servicemembers 

Mr. McHenry. The right answer is yes. 

Mr. Lumpkin [continuing]. Is absolutely paramount. And while 
you can never mitigate risk to zero, I think we have taken all the 
steps to mitigate the risk. So my answer is yes. 

Mr. McHenry. General? 

General Lariviere. Sir, the combatant commander and the serv- 
ices are making every effort to ensure that the troops have the 
proper training and proper equipment they need for this mission 
so that they can return home safely. 

Mr. McHenry. Mr. Lumpkin, you said in your opening State- 
ment that if infected, if someone contracts Ebola in country, they 
will be returned back to the United States and cared for in a CDC 
facility. Is that correct? 

Mr. Lumpkin. I did not say that in my opening Statement. 

Mr. McHenry. But you mentioned a CDC facility where treat- 
ment would be given. Then let me ask you a question: If somebody 
comes down ill in country, how would they be cared for? Will they 
be cared for in country, or will they be returned to the United 
States? 

Mr. Lumpkin. They will be returned to the United States. But I 
would defer to my Joint Staff counterpart on the specifics. 

General Lariviere. Thank you for the question. So to take care 
of the troops in country, there will be two Role 2 hospitals; one es- 
tablished in Monrovia, one established in Sierra Leone. The med- 
ical personnel there will be trained in how to treat Ebola victims 
if a IJ.S. uniformed military person does, in fact, contract it. To an- 
swer your question whether they will be treated in country or sent 
home, the answer is obviously both. If they are identified for some 
reason of having high risk of exposure, or if they actually do start 
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to exhibit symptoms, they will be cared for initially in country, and 
then they will be moved home. If they are asymptomatic, they will 
do what we call a controlled movement, which will be an individual 
movement on a DOD aircraft. 

Mr. McHenry. How many aircraft are outfitted to move these in- 
dividuals out of country in the event that this happens? 

General Lariviere. So, for controlled movement, any aircraft can 
do, because as has been pointed out, they are asymptomatic and 
not contagious at that point. So any aircraft could do. At the 
present time, the only aircraft that can move the symptomatic pa- 
tients is the State Department’s Phoenix Air Contract, which you 
have seen moving the other Ebola patients. 

Mr. McHenry. How many patients can that aircraft hold? 

General Lariviere. The aircraft can hold one at a time, and can 
do four movements a week at this point. 

Mr. McHenry. Four movements a week? 

General Lariviere. Yes, sir. 

Mr. McHenry. Is that sufficient? 

General Lariviere. Given the number of Ebola patients that the 
United States has had in total at the present time, it is sufficient. 
However 

Mr. McHenry. But that is not how these epidemics work. 

General Lariviere. Right. So, at this time, the Department of 
Defense has an urgent U.N. Statement that is being worked 
through the system with TRANSCOM to put together an isolation 
pod that can carry multiple persons for C-17 aircraft. Testing will 
begin in October — or I am sorry, development will begin in October, 
testing in December. Procurement will begin in January. 

Mr. McHenry. In January? 

General Lariviere. In January. 

Mr. McHenry. In January. And how many individuals will be 
able to be transported? 

General Lariviere. Fifteen at a time. 

Mr. McHenry. Fifteen at a time. What is the turnaround time 
for the plane? How many movements a week? 

General Lariviere. We hope to procure a number of these sys- 
tems so that they can be put on any C-17, so if we had — so we 
could move multiple C-17s to 

Mr. McHenry. So, at current State, we can take less than 10 
people out of country in a week’s time. 

General Lariviere. If they are symptomatic. 

Mr. McHenry. So this is not at all sufficient. 

General Lariviere. We don’t know — at the current time, we ex- 
pect we will not be doing direct patient care. And so we antici- 
pate — 

Mr. McHenry. I understand. But how many American troops 
will we have in the region by the end of the year? What is our max- 
imum? 

General Lariviere. In the vicinity of 3,000. 

Mr. McHenry. Of 3,000. 

General Lariviere. Yes, sir. 

Mr. McHenry. This is very disconcerting. Is it a question of — 
Mr. Lumpkin, is it a question of resources? Does Congress need to 
appropriate funds so that we can actually get more planes, more 
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logistical support here so that we can have the capacity if some- 
thing absolutely horrible happens to our fighting men and women 
in country? 

Mr. Lumpkin. Well, we clearly have an identified requirement. 
And as we develop the capacity, I would like to take that one for 
the record just to make sure I get you — because I am not familiar 
with the acquisition and the process or the actual requirements 
that would 

Mr. McHenry. I think you should get familiar with the acquisi- 
tion process if we currently have one plane that is controlled by the 
State Department. I am asking the Department of Defense, with 
the mass number of airplanes, equipment, and training capacity 
that we have, nearly — spending nearly half a trillion dollars annu- 
ally on the Department of Defense. If you need it, you will get it. 
We will demand it. Because if we are putting these men and 
women in harm’s way, potentially where they can contract Ebola, 
the idea that we have one airplane as the United States to get 
these men and women out of country in a safe manner if they con- 
tract what is absolutely horrible, which we want to control, which 
we absolutely want to control, the idea that you are coming before 
us and giving this type of testimony raises great concerns. 

I know you have been asked to do a lot. And I absolutely respect 
that. But we are asking you in the legislative branch to tell us 
what you need, and we will get it. Because we don’t want to put 
our men and women in harm’s way without any capacity to care 
for them. Our veterans, our fighting men and women deserve the 
best health care in the world, the best training in the world. And 
they have it. But it means the proper protocols at the top level are 
there to make sure they are protected. And if something bad hap- 
pens, they are immediately taken out of harm’s way, cared for, and 
returned back to their normal State. 

And, with that, Mr. Chairman, I yield back. 

Chairman ISSA. I thank the gentleman. 

We now go to the second gentleman from Massachusetts, Mr. 
Lynch. 

Mr. Lynch. Thank you, Mr. Chairman. 

And I thank the ranking member, Mr. Cummings, for holding 
this hearing. 

And I thank the panel. You have been very helpful. 

As a matter of fact, there have been some marked contrasts be- 
tween the testimony here this morning. And I want to drill down 
on that a little bit, because sometimes that is helpful when people 
on the panel disagree. 

Dr. Lurie, you testified, and it is in the written testimony, that 
we are better prepared than ever and that you have a comprehen- 
sive response on the ground. 

On the other hand, Mr. Roth, our inspector general, you were 
commenting how the analysis done by — I think you were talking 
about DHS in your testimony, how the equipment purchases are 
not adequate, in some cases the wrong equipment; in other cases 
the usefulness of the equipment or drugs are beyond the expiration 
date. Dr. Lurie, you testified that you have a very aggressive sys- 
tem in place. 
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And, on the other hand, President Burger from National Nurses 
United said that they have done a survey. They have done a survey 
of 3,000 nurses from every State in the Union and the District of 
Columbia. And 85 percent of those nurses say that they have not 
been trained to deal with Ebola, and that preparedness is, and this 
“woefully insufficient and dangerously inadequate.” 

So those are two different stories of what is going on here. Now 
I understand we don’t want to panic people. But we also don’t need 
happy talk in terms of what we are dealing with. And maybe it is 
just me, but lately, when a government agency comes before this 
committee especially and tells me there is nothing to worry about 
and we have got this, that is when I start to worry. 

Now, as to who to believe, I think the nurses — and I know I have 
got some nurses here from the Massachusetts nurses association as 
well, I know how hard they work. They are on the ground. They 
are our front lines in this battle against Ebola. They are our 
ground troops. They are the people who are doing this work every 
day. They are exposing themselves, and perhaps their families, per- 
haps their families, if things go wrong, if they don’t have the ade- 
quate equipment. So when they tell me that they are not prepared, 
I tend to believe them. I think those are facts. Those are facts. And 
we need to make sure that we get them the equipment and the 
training they need to protect themselves and to protect our commu- 
nities and to protect their own families. 

There are a couple of facts that we have gotten in the briefings 
from the various panelists. One fact is that the CDC estimates that 
by this January, there will be up to 1.2 million people in West Afri- 
ca afflicted with Ebola — 1.2 million. The estimate by DOD is 1.2 
million, 1.2 million in January. Now, they were done at different 
times, so the difference might be just the period of time that they 
were taken, if things go as they are right now, 1.4 million. So we 
have got a real and present danger to the people of West Africa and 
to the people in the United States, who I am pledged to protect. 

Now, I understand that the current approach is to use what they 
call a post-arrival approach so that we are going to have these hos- 
pitals, and that as people arrive from West Africa, we are going to 
begin an analysis and a quarantine and checking them and making 
sure that they are not carrying Ebola. 

But it seems to me — and I listened, and Mr. Torbay, you have 
given some very powerful testimony, a lot of it written, quite frank- 
ly, and you haven’t had a chance to talk about it, but you were say- 
ing that the focus should be on West Africa. And what we are set- 
ting up here right now with this post-arrival in the U.S. approach 
is we are going to set up these hospitals, all this equipment, every- 
thing here in the United States, and wait for those folks to arrive. 

And I believe that we should be doing just the opposite. Well, we 
should be doing that, but we should also be doing something else, 
and that is pre-departure. Pre-departure. We know that we are 
about to have 1.2 million, 1.4 million people in West Africa afflicted 
with Ebola. We ought to be on the ground there. We ought to 
have — instead of the restriction here in the United States after 
they come in of 21 days, there should be a 21-day pre-approval. 
When they say they want to travel to the United States, they need 
to present themselves and report in person 21 days before they get 
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on that plane. And we can take their temperature and a blood sam- 
ple, if necessary, so that 21 days later, when they appear to travel, 
we can test them again. Now we have got two contact points on 
that person before they fly to the U.S., and we can also do that 
post-arrival check as well. 

But we are not taking this seriously enough. We are not. And, 
you know, we need to help, you know, our brothers and sisters in 
West Africa, absolutely. But we have got to use — we have got to 
have a fact-based approach to this. This can’t be just about ideology 
and happy talk. You know, we have to look at this very seriously 
and have a scientific-based approach to what we are going to do 
about this problem. And I don’t think it helps to say we have got 
an aggressive thing on the ground, everything is good. Because I 
have got a feeling, in a couple of months, you are going to come 
back here and give us a whole different story. We have heard that 
before. So we have got to approach this in a very deliberate man- 
ner, and take it much more seriously than what I am hearing here 
today. And, you know, we owe that — we owe that to the citizens 
that we represent here in the United States as well as to those in- 
dividuals in West Africa, who we obviously want to support as well. 

But Mr. Torbay, let me just ask a question, wrapping up here. 
Your focus, you were saying that you want to make that contain- 
ment effort in West Africa. Wouldn’t it be — think about this. If we 
were putting our folks from all over the world, you know, medical 
personnel on the ground, you know, in Monrovia or at Freetown, 
wouldn’t it be better, wouldn’t it strengthen the infrastructure 
there on the ground in West Africa, as opposed to just having a 
post-arrival process here in the United States? 

Mr. Torbay. Thank you for your question, Mr. Lynch. You know, 
as I mentioned, it needs to be contained at the source in West Afri- 
ca. This is where the majority of the investment needs to take 
place. This is where training needs to take place. This is where 
equipment and supplies need to take place. And this is where most 
of the investment needs to take place. 

Now, that said, we cannot just focus on one without the other. 
What we are doing here in the U.S., we are treating the symptoms 
of the outbreak in West Africa. We need to deal with the root cause 
of the outbreak, of the problem, and that is actually at the commu- 
nity level in West Africa. I believe pre-departure there are some 
tests, temperatures being taken for anybody actually departing any 
of those countries before they board the flight. 

Mr. Lynch. At the time of the flight, yes, they get tested before 
they get on the plane. What I am talking about is doing something 
21 days before, so that you have got two contact points that you 
can have measurements on. It is not foolproof. But having two con- 
tact points there in West Africa before you arrive in the United 
States 

Mr. Jordan [presiding]. The gentleman can respond. 

Mr. Lynch. OK, Mr. Chairman. Thank you for your indulgence. 
I know I am way over. 

Mr. Jordan. Do you have a quick response, Mr. Torbay? 

Mr. Torbay. One thing that we worry about in terms of 21 days, 
we are having difficulties recruiting health personnel from the U.S. 
to go and work there because there is a minimum requirement of 
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6 weeks. If we impose an additional 21 days, that is 9 weeks. And 
it is extremely difficult for any hospital or university to allow doc- 
tors and nurses to take off for 9 weeks before they come back. 
Again, we cannot completely wrap ourselves in a bubble here. Peo- 
ple will go from Guinea or Sierra Leone to Senegal, will wait a 
week, take a flight to Europe, wait a couple of days, then come 
here, and there is not much we can stop it from doing that. So the 
preparedness needs to take place at both ends. 

Mr. Lynch. With all due respect, though, there is only a few 
flights, there is only a couple of flights out of there. You can actu- 
ally do this. 

Mr. Jordan. We have to move on. I thank the gentleman for his 
good points. 

Dr. Lurie, when you were in front of Congress in 2011 back dur- 
ing the debate on the reauthorization of the Pandemic Act, the act 
that created your agency and your position, you had an exchange 
with Mr. Rogers, a colleague of ours, from Michigan. He said this: 
“There is a point person, somebody that makes the decision, some- 
body that is absolutely in charge. It’s not CDC. It’s not NIH. It’s 
not FDA or anyone else. It’s you.” Your response was, “That’s 
right.” So you are the key person. Right? 

Dr. Lurie. My role is to be the principal adviser to the Secretary 
on these matters, yes. 

Mr. Jordan. You are the key person in the government for med- 
ical preparedness, public health emergencies; you are the key per- 
son in the U.S. Government. 

Dr. Lurie. In HHS. 

Mr. Jordan. Got it. Let’s go to the first slide, if we could. I just 
want to put up a couple slides. This is straight from your Website, 
just to be clear. It says you are the person, your agency, the Assist- 
ant Secretary for Preparedness and Response to lead the Nation in 
preventing, preparing for, and responding to the adverse health ef- 
fects of public health emergencies and disasters. 

Further down, the Secretary of HHS delegates to you the leader- 
ship role of all health medical services, support, function in health 
emergency and public health events. You are the key person. Cor- 
rect? 

Dr. Lurie. That’s what the legislation says, yes. 

Mr. Jordan. No, that is not the legislation. That is your Website. 

Dr. Lurie. That is my role. 

Mr. Jordan. Yes, that’s the Website. The legislation definitely 
says that. Your Website confirms that. 

Dr. Lurie. That is my role. 

Mr. Jordan. You are the key person. Have you met with Ron 
Klain, the new Ebola response coordinator? 

Dr. Lurie. Yes, I met with him his first day, and I had several 
conversations and an in-person meeting with him yesterday. 

Mr. Jordan. Have you met with Tom Frieden, Dr. Frieden at the 
CDC? 

Dr. Lurie. I meet with and talk to Dr. Frieden almost every day. 

Mr. Jordan. Good. We would expect that to be taking place. Are 
you familiar with the story that Ms. Harrington did in the Wash- 
ington Beacon I think, the story that says $39 million worth of NIH 
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funding that could have gone to an Ebola vaccine. Are you familiar 
with that story? 

Dr. Lurie. I am not familiar with the story. But if you famil- 
iarize me on the specifics, I would be happy to respond. 

Mr. Jordan. I am going to do that. Are you familiar with the fact 
that $275,000 on a restaurant intervention to develop new chil- 
dren’s menu was spent of NIH dollars? Are you familiar with that? 
Are you familiar with the fact that $2 million were spent to encour- 
age the elderly to join choirs? Money from the NIH. Are you famil- 
iar with that? 

Dr. Lurie. I am not familiar with the details of grant programs 
at NIH 

Mr. Jordan. $53,000 on a project studying sighs. Are you famil- 
iar with that? Are you familiar with the fact that $39 million of 
NIH funding was spent for all kinds of things that — I mean that 
I guess cut to the chase. One of the things you learn in your first 
economics class. Not that I was a great student, but I did study a 
little economics. One of the things they tell you is the term oppor- 
tunity costs. Right? When you spend and allocate resources for one 
thing, you by definition can’t use those resources for something 
else. And so here is what I think a lot of American people want 
to know: Why, in fact, did we spend so much money on, for exam- 
ple, $374,000 to host fruit and vegetable puppet shows for pre- 
schoolers when, in fact, some of this money, as catalogued by the 
press account and by staff, totaling $39 million, could have been 
used to help with treatment for something like Ebola and poten- 
tially a vaccine? Are you involved in the decisions that NIH makes 
when they are deciding how to allocate some of that money? 

Dr. Lurie. I am involved in the decisions related to our bio- 
defense and our preparedness programs for emerging infectious dis- 
eases, yes. The NIH, the CDC, the FDA, my office, DOD, DHS, the 
VA, and the Department of Agriculture all work together on those 
issues. 

Mr. Jordan. But aren’t you the point person in coordinating all 
of that? 

Dr. Lurie. Yes. 

Mr. Jordan. So, at some point, you have to sign off and say it’s 
OK that $374,000 is used for puppet shows instead of potentially 
being used — losing the opportunity to use that money to develop a 
vaccine to deal with something like Ebola. 

Dr. Lurie. So, with respect, sir, I think you have — I would like 
do a little bit of clarification here. I think there is a little misunder- 
standing about how the NIH budget is allocated. But that is not 
my responsibility and my purview. So I suspect we should 

Mr. Jordan. Let me go back to that same exchange you had with 
Congressman Rogers just a couple years ago, when we were reau- 
thorizing the act that created your position and made you the key 
person. Mr. Rogers says this — you said this when you responded to 
Mr. Rogers — how can we improve functions at HHS to ensure that 
you are, in fact, in charge — that you are the person in charge? NIH 
is in HHS, right? 

Dr. Lurie. Yes. 

Mr. Jordan. Yes. So you are the key person at HHS. How can 
we improve, Mr. Rogers asked you. You said, “I have found through 
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experience that indeed I have the authority that I need to be in 
charge.” You followup by saying, “And I find that the collaboration 
with sister agencies and HHS, I don’t think it has ever been better. 
We are working extremely close together. I think they recognize 
and respect the fact that we provide policy direction and are in 
charge. And I think all the efforts that we have undertaken to co- 
ordinate across HHS have done that.” So you told Mr. Rogers, 
when we were discussing whether we were going to reauthorize 
this act to keep your position, that, in fact, everything was working 
great. You were the person in charge. You were working within 
HHS coordinating policy, direction, and you were in charge and 
working closely together. 

Dr. Lurie. And I would stand by that Statement. 

Mr. Jordan. So back to the key question. Might we be a little 
closer to having a vaccine today if you weren’t allowing all this mil- 
lions of dollars — $39 million to be spent on what many Americans 
view as questionable uses for their tax dollars, particularly in light 
of the fact we have an Ebola outbreak in the United States? 

Dr. Lurie. Thanks to the investments that we have had in bio- 
defense and our focus and Department of Defense’s focus on this 
critical issue over the past decade, we now have two vaccines in 
safety testing and at the NIH and Walter Reed. 

Mr. Jordan. Dr. Lurie, that’s my point. Might they be further 
than safety testing if you hadn’t wasted $39 million on a bunch of 
other things that most taxpayers think are ridiculous? 

In fact, one of your specific charges is, in your — can we put up 
the second slide? 

The second slide specifically mentions — this is again from your — 
Ebola. You are supposed to get ready for this. Might we be more 
ready if you hadn’t spent $39 million of hard-earned taxpayer 
money on puppet shows for preschoolers instead of invested that in 
treatment and vaccines for Ebola? 

It is a “yes” or “no.” You can — might we be further along if that 
money had not been spent someplace and could have been applied 
to the question at hand? 

Dr. Lurie. I don’t believe that would be the case. 

Mr. Jordan. You don’t think $39 million would have helped us 
get closer to a vaccine? 

Dr. Lurie. You know, the development of a vaccine is a long and 
complicated process. It takes years 

Mr. Jordan. Is it a costly process, too? 

Dr. Lurie. It is. And it 

Mr. Jordan. It’s a costly process? 

Dr. Lurie [continuing]. Takes years and years and years to do 
that. 

Mr. Jordan. $39 million could have been used for it. You are the 
person in charge who works closely to direct policy direction. Those 
are your words, not mine. Might we have been better off if, in fact, 
it had been used to develop a vaccine? 

Dr. Lurie. I am not in a position to comment on the overall NIH 
budget. 

Mr. Jordan. The gentleman is recognized. 

Mr. Cooper. I thank the chair. 
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I think the main public health message of this hearing is prob- 
ably counterintuitive: that, at least for U.S. citizens, we face prob- 
ably more risk from the flu. So hopefully everyone will be getting 
their flu shot after hearing this hearing. There are many other 
public health precautions we could be taking, such as 
handwashing, things like that, which are too often neglected. 

Back to Ebola, the public is concerned that we are doing too little 
too late, so I would like to explore some of the gating factors that 
might limit an appropriate response. 

Mr. Torbay was very specific in his testimony, mentioning that 
probably we are meeting — our manufacturers — there are only two, 
apparently — are going to be able to meet only 35 percent of the es- 
timated demand for the appropriate type of coverall. Could you 
name those two manufacturers? And we could perhaps explore 
what could be done to augment the supply of those essential cover- 
alls. 

Mr. Torbay. First of all, I would like to clarify that those manu- 
factures manufacture the specific type that we use. It is different 
than types other organizations use. 

And I do not remember the manufacturers, but I will be more 
than happy to provide it to the committee in writing after the testi- 
mony. 

Mr. Cooper. For the record. 

Mr. Cooper. There are some other gating factors. Of course, we 
all hope on the committee that we don’t get to the point where we 
need augmented emergency flights by DOD to, you know, ship our 
soldiers back home, but Mr. McHenry asked an appropriate ques- 
tion. Because our men and women in uniform and their families 
want to know that there will be sufficient capacity to get them 
back home. 

I think one of the concerns of the public is that three health 
workers have been infected in the U.S. and one actually overseas 
returning. And I think we are all looking for the right sort of re- 
sponse. 

This doctor in New York — and we all hope and pray for his safe 
recovery, but when he felt sluggish on Tuesday, perhaps it would 
have been more appropriate to limit his contact with others, you 
know, since he had been exposed to some of the worst of the infec- 
tions in Africa. But that gap from Tuesday to Thursday, that will 
take an extraordinary taxpayer effort — contact tracing, all sorts of 
things — to try to limit the risk of exposure. 

What is the appropriate protocol for people who are known to be 
at risk during this crucial 10-day period, 11-day period, 21-day pe- 
riod to try to limit contacts? Like, everyone would have to feel sorry 
for his fiance or his girlfriend or the other folks, you know, he was 
close to, when he is a skilled medical professional who presumably 
should have known, well, it is getting a little dicey here, and to call 
in when he has a 103-degree temperature. Is there a better re- 
sponse than that? 

For any of the panelists. 

Ms. Burger? 

Ms. Burger. I think it is unrealistic to expect that any 
healthcare professional that is working under extremely stressful 
situations, including Tina and Amber and several doctors — you 
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have to remember that they are humans. You can’t expect them to 
use their common sense at that point because they are patients. 
They need a team that they report to, that checks on them, as Mr. 
Torbay has indicated, that follows them and makes the decisions 
for them so that they are no longer healthcare workers, they are 
patients that need our protection and care. 

And so, to that end, it would make sense to have a professional 
team monitoring them and making the recommendations so they 
can actually relax and not have to worry that they are contami- 
nating or exposing anyone unduly to the infectious disease. 

And I think that that would really help in making sure that ev- 
erybody that volunteers to take care of these patients and puts 
their own families’ lives at risk actually is well taken care of after 
their service. 

Mr. Cooper. So you are suggesting that Dr. Spencer should have 
been viewed as a patient earlier than on Thursday and should have 
had a team of counselors to advise him because his judgment could 
not really be trusted at that point? 

Ms. Burger. Exactly. Exactly. 

Mr. Cooper. Well, that is a pretty bold recommendation. 

As far as international response is concerned, Mr. Torbay men- 
tioned that U.S. and U.K. have stepped up. We have had some in- 
dividuals in America — Paul Allen, Mark Zuckerberg — who have 
given more money individually than many nations have given. So 
that is an astonishing response. 

But what can we do to get more nations involved? I am thinking, 
for example, of France that has had involvement in that area tradi- 
tionally. What are these other nations — what should we expect of 
them? 

Mr. Torbay. I think an all-hands-on-deck approach is really nec- 
essary. I think a realization that this is, again, not a West African 
problem, it is a global problem that could hit any country anywhere 
around the world, especially with travel being the way it is. People 
need to realize the threat, and they need to realize that any con- 
tribution that they can make actually will make a difference. 

As you mentioned, private foundations and corporations here 
contributed more than some countries did. And I think the U.S. 
Government should continue to put pressure on those countries to 
actually contribute to the cause. 

Mr. Cooper. Thank you, Mr. Chairman. I see that my time has 
expired. 

Mr. Chaffetz [presiding]. I thank the gentleman. 

I now recognize the gentleman from Michigan, Mr. Walberg, for 
5 minutes. 

Mr. Walberg. Thank you, Mr. Chairman. 

General, thank you for your service. 

Probably the number-one question or concerned phone call I have 
been getting on this issue in the past several weeks comes from 
family members of our military, whether it be Active, National 
Guard, Reserve troops — a concern that what they have seen go on 
in places where they expect their family members to potentially 
have a death sentence as a result of being proud members of the 
military and signing on for that and committed to their efforts. Yet 
there are concerns that the way it is carried out at times, their 
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loved ones haven’t been given the necessary tools, armaments, 
rules of engagement, and all the rest to handle what they have 
been trained for, trained to do. That is a concern for them. 

But the biggest concern that they are conveying to me on those 
phone calls or meetings in public is that this is a potential — a 
death sentence, being sent in to combat a virus, and with great un- 
certainty because of the multitude of changes in protocol, at least 
perceived by them, coming from what they hear in the news, hear- 
ing from leaders in this administration, with responsibilities, and 
also the lack of information coming from the military on what they 
are doing. 

Let me ask if you would just briefly walk us through a daily rou- 
tine of one of the soldiers that has been sent over to West Africa. 

General Lariviere. Congressman, thank you for the question. I 
have spoken to the commander on the ground, and I have talked 
to the folks at AFRICOM, and this question comes up quite a bit, 
actually. 

The protocols for an individual on the ground for your average 
soldier — and, again, I would like to emphasize first: None of the 
military personnel will be providing direct patient care. We have 
four lines of effort: command and control, logistics, engineering, 
and training. So we are not — the protocols for treating patients is 
not something that individual soldiers will be doing. 

Mr. Walberg. But they do come in contact with contractors, with 
aid 

General Lariviere. Absolutely. And so the protocols in place over 
there, as Mr. Lumpkin can testify to since he has recently re- 
turned, there is a no-touch policy over there. There is a 3-feet sepa- 
ration when you are talking to local nationals over there. And that 
is being enforced both on the Liberian and U.S. military side quite 
strictly. 

In your average day for a soldier over there, it would be, obvi- 
ously, getting up, eating chow, doing the usual morning routine, 
get your temperature taken first thing in the morning, and then go 
out to whatever task you are going to do. Again, if you are in the 
command center, that involves going from your building directly 
over to the command center and sitting at a computer terminal or 
working on the generators or whatever it is that you are doing in- 
side the command center. 

If it would involve — it involves eating only food from approved 
sources, drinking mostly bottled water, or exclusively bottled water, 
and washing your hands in chlorine solution virtually everywhere 
you go. 

You go through your day. At the end of the day, every time you 
come back in the compound, at the end of the day, wherever you 
are living, you get your temperature taken again — again, more 
chlorine wash — in order to ensure that you stay Ebola-free. 

Mr. Walberg. Will the U.S. military personnel have ZMapp or 
any other experimental drugs available to them on the ground? 

General Lariviere. There will not — there will not be any — I will 
have to take that for the record. 

General Lariviere. I am not aware that there will be any ZMapp 
available on the ground. 
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The personal protective equipment will be issued to them, de- 
pending on their level of expected exposure. For the vast majority 
of people, that will include surgical gloves, overgloves, boots, and 
a Tyvek suit. Obviously, for the medical personnel, it will be more 
along the lines we talked about here for the healthcare providers. 

Mr. Walberg. ok. 

Dr. Lurie, in 2005 the Bush Administration proposed a rule 
change that would allow the GDC broad powers to confine individ- 
uals that are believed to be infected with deadly pathogen-like — the 
pandemic flu. President Obama withdrew this rule in 2010. 

Do you believe the GDC needs or should have this authority to 
ensure an infectious disease outbreak like Ebola is contained and 
controlled? 

Dr. Lurie. Thank you for that question. 

You know, I think, with every situation, we are always reviewing 
and taking a look at whether we have all the authorities we need 
to do the job. In our system of government, right now that author- 
ity rests with the States, and they have authority to do that when 
they think it is necessary. 

Mr. Walberg. But GDG shouldn’t have that authority that they 
did have? And it could be flexible. There was certainly authoriza- 
tion. They didn’t have to. Don’t you think that would be a valuable 
authority to have? 

Dr. Lurie. So what I would say is I think that we are always 
learning and adjusting based on our experience, and that is one of 
the things I think we will probably be looking at as we move for- 
ward. 

Mr. Walberg. Well, I hope so. We are sure learning right now. 
I am not sure we are adjusting as rapidly as possible. 

And I am not — I am certain we are not giving any type of secu- 
rity to our medical workers, nurses, including our citizens out 
there, that we have a solid policy in place that is first and foremost 
protecting our citizens against these type of problems. And I think 
it is evident by the hearing today and hearings that will go on that 
you are not bringing us a sense of security. 

And as a Member of Gongress representing a district, I am ex- 
pressing that point of view from my citizens, who believe that we 
are less secure than we ought to be if we had used the policies that 
had been put into place. 

Mr. Ghairman, I yield back. 

Mr. Ghaffetz. I thank the gentleman and will now recognize the 
gentleman from Virginia, Mr. Gonnolly, for 6 minutes in the spirit 
of equal time. 

Mr. Gonnolly. I thank the chair. 

It seems to me that, based on what we know and what we are 
hearing today on the panel, the United States’ objectives have to 
be twofold. Domestically, it is to protect and prevent. And that goal 
cannot be successful if we don’t address the second goal, which is 
to deal with the disease at the source in West Africa. The two go 
hand-in-glove. 

And especially given the fact that we are potentially looking at 
an explosion of infection that is exponential in a very short period 
of time, the next 2 months, it seems to me there is enormous ur- 
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gency in the latter, not to diminish at all the need to address the 
former. 

Now, we had some good news today. A nurse, Ms. Pham, has 
been declared Ebola-free. Thank God. But as Ms. Burger points 
out, dealing with the first part, protect and prevent, it wasn’t 
thanks to the protective gear and the protocols and the guidelines 
that were in place at her hospital. While GDC was giving us assur- 
ances how hard it was to contract the disease, “We’re pretty con- 
fident we’ve got things in place,” and so forth, two healthcare work- 
ers, including Ms. Pham, came down with it. 

Dr. Lurie, in retrospect, do you think perhaps, not intentionally 
of course, but in a zeal to reassure the public, GDC misstepped? 

Dr. Lurie. You know, I think that CDC has said that some 
missteps have been made. But they have taken a quick, hard 
look 

Mr. Connolly. But isn’t it 

Dr. Lurie [continuing]. At the experience. They have pivoted, as 
you see 

Mr. Connolly. Dr. Lurie, I am asking — I am asking a public in- 
formation, public health question. I have had to deal with that in 
my county, when I was the head of my county, during anthrax at- 
tacks. And one rule I had was: Never reassure the puWic when you 
don’t know. Never do that. Because when you do that, you damage 
your credibility. 

And you heard it here today from some of the questioning on the 
other side of the aisle. It gave them an opening to attack the credi- 
bility of the administration by extension because the CDC was not 
capable of saying, “Not yet. We don’t know. We’re still — it’s a work 
in progress.” 

What is so horrible about doing that? 

Dr. Lurie. I think right now, if we look at the situation, we see 
that it is a work in progress. And what you see is that we are tak- 
ing constant steps to adjust as we learn more. 

Mr. Connolly. Ms. Burger, you indicated that you would wel- 
come a law establishing — if not an Executive order, but preferably 
a law because that codifies it — establishing uniform guidelines, uni- 
form protocols, so we don’t have this up-and-down myriad of proce- 
dures at hospitals depending on where you live. Is that correct? 

Ms. Burger. You left out one critical word, which is mandatory 
optimal standards 

Mr. Connolly. Yes. 

Ms. Burger [continuing]. For personal protection. 

Mr. Connolly. Yes. I 

Ms. Burger. The CDC guidelines are merely guidelines, and all 
5,000 hospitals in the USA get to pick and choose what part of the 
guidelines they implement and 

Mr. Connolly. I take 

Ms. Burger [continuing]. The personal protection. 

Mr. Connolly. I take your point. 

Dr. Lurie, would the administration welcome such legislation? 
And/or is the President contemplating such Executive action? 

Dr. Lurie. So one of the things I think to keep in mind is that 
the Federal Government does not license or regulate hospitals in 
this way. Hospitals are licensed and regulated primarily by the 
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States. But I think it is fair to say at this point that no hospital 
wants to see its healthcare workers infected. 

The CDC guidelines now provide a couple of options for safe per- 
sonal protective equipment in large part because there is probably 
not a one-size-fits-all solution. It is important for people to be able 
to practice in the equipment that they are using and comfortably 
using day-to-day, provided that it meets the safety standards that 
CDC has articulated. 

Mr. Connolly. OK. I am not sure what that means in terms of 
whether the administration is contemplating an Executive order or 
whether you would welcome some legislation that would make it 
mandatory, as Ms. Burger suggests. But we will be in touch, I am 
sure. 

Final set of questions. 

Mr. Torbay, in the United States, there are 245 doctors per 
100,000 population; in Liberia, 1.4; in Guinea, 1 — 10; Sierra Leone, 
2.2. Health spending per capita, $8,895 here in the United States; 
$65 in Liberia; $32 in Guinea. 

CDC says if we don’t achieve 70 percent of isolation of existing 
Ebola victims in the affected countries, the number of victims or 
people with Ebola in these areas could reach — could reach — 1.4 
million by January 20th, the day roughly around when the Presi- 
dent gives his State of the Union address. That is astounding. And 
whatever problems we have with the relatively limited number of 
Ebola patients in the affected regions, obviously it becomes enor- 
mously magnified when you are looking at that kind of number. 

How in the world do we contain this before it becomes explosive? 
It is already the largest Ebola epidemic ever recorded, but to go 
from roughly 10,000 or so to 1.4 million in the next 2 1/2 months 
is very — I mean, it is jaw-dropping. 

Mr. Torbay. Thank you for your question. 

There are steps that could be taken and that are being taken to 
contain this and to hopefully never achieve that 1.4 million num- 
ber. And that includes isolation of patients, quick isolation of pa- 
tients the minute we know that they develop symptoms, treatment, 
referral to the Ebola treatment units, such as the one that Inter- 
national Medical Corps is running in Bong County 

Mr. Connolly. And if I could interrupt you — and, Mr. Chair- 
man, I promise I am done after Mr. Torbay. 

CDC says if you isolate 70 percent now, you achieve complete 
abatement of Ebola in the affected regions. I mean, in other words, 
then we are on a path to the complete reversal of the progress of 
the disease. But if we don’t do that, we are headed in the opposite 
direction. 

Sorry. 

Mr. Torbay. In addition to treatment, community awareness and 
education is critical. 

But, also, we cannot forget the need for regional preparedness 
outside of those three countries. We know of one patient in Mali 
already. Yesterday, a 2-year-old girl was taken into a hospital in 
Mali. 

Regional preparedness is critical. And that includes training of 
teams that could actually treat Ebola, detect, burial teams, contact 
tracing. It includes consistent community messaging so there are 
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no two conflicting messages that go out, as well as stocking of sup- 
plies that are needed in case of an outbreak. This is critical, as 
well, and this is an area that is being ignored in terms of prepared- 
ness. 

Mr. Connolly. Thank you. 

And, Mr. Chairman, thank you for generousness. 

Mr. Chaffetz. I thank the gentleman. 

I now recognize the gentleman from South Carolina, Mr. Gowdy. 

Mr. Gowdy. Thank you, Mr. Chairman. 

I want to start, Mr. Chairman, by thanking nurses and doctors, 
hospital workers, soldiers, and others for their courage and their 
service and their sacrifice. Most of us, Mr. Chairman, in life run 
away from danger and disease and risk, and very few people are 
willing to run toward it. So I want to start by thanking that group 
of people. 

Dr. Lurie, I want to read you a quote, and you tell me if you can 
tell me who the author of this quote is. 

“Beginning with the development of a strategy, my role can be 
defined as helping our country to be ready for any kind of adverse 
public health event, including a response to any challenges the fu- 
ture may bring.” 

Do you know who said that? 

Dr. Lurie. Yes, I do. 

Mr. Gowdy. Who? 

Dr. Lurie. I did. 

Mr. Gowdy. You did. That is exactly right, in a Penn Medicine 
article. 

And your bio page says that you are the Secretary for Prepared- 
ness and Response, and your work has included evaluating public 
health preparedness, conducting 32 tabletop exercises on hypo- 
thetical crises, such as smallpox, anthrax, botulism, plague, pan- 
demic influenza. 

Another story on you and your career, which is an incredibly 
commendable career, said your job is to plan for the unthinkable. 
“A global flu pandemic? She has a plan. A bioterror attack? She’s 
on it. Massive earthquake? Yep.” She’s got a plan. It’s a mission 
that includes both science and a communication strategy. 

So I was sitting there. Dr. Lurie, thinking, here we have a doctor 
with an incredible background in medicine, who also happens to 
have planned for crises like Ebola, whose job description also in- 
cludes communication strategy. So why in the hell did the Presi- 
dent pick a lawyer to be the Ebola czar and not you? 

Dr. Lurie. So I appreciate your questions. Before I answer your 
question, can I take just one moment to clarify my answer about 
the quarantine question? Because I think I didn’t understand it 
fully. 

GDC has ample quarantine authority to do what it needs to do. 
I think the — and it has used those authorities many, many times. 
The proposed regulation would have refined the process we have 
used, but the underlying statute already gives GDC the authority 
that is needed. 

Mr. Gowdy. OK. You 

Dr. Lurie. So with that clarification, I just wanted to 

Mr. Gowdy. So the record is now complete with respect to 
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Dr. Lurie. Thank you. 

Mr. Gowdy [continuing]. Your position on 

Dr. Lurie. Right. 

Mr. Gowdy [continuing]. On quarantine. 

Now I want the record to be complete on why in the world the 
President picked a dadgum lawyer to head the Ebola crisis instead 
of somebody with your vast and varied background. 

Dr. Lurie. And I appreciate the vote of confidence. 

The role of the Ebola coordinator in the White House is a whole- 
of-government coordination role. 

Mr. Gowdy. Well, I appreciate that, Dr. Lurie. But Mr. Klain is 
not a doctor. He is not an osteopath. He is not a nurse. He is not 
an epidemiologist. He doesn’t have a background in communicable 
disease. He doesn’t have a background in infectious disease. He 
doesn’t have a background in West Africa. 

So how in the world is he the best person to be the Ebola czar 
and not you or — and I don’t want to hurt her career, I do not want 
to hurt Secretary Burwell’s career, and I fear that I will by compli- 
menting her. But she is an incredibly bright person. One of the 
more capable people I have met in the last 10 years is your boss, 
the Secretary of HHS. Now, we disagree, in fairness to her, on lots 
of policy, but she actually has a background, through her work. The 
Gates Foundation, in global health. 

You are a doctor. I mean, if this were an outbreak of people who 
don’t have wills in West Africa or if this were an outbreak on con- 
tested elections in West Africa, then I would say, yes, go hire Mr. 
Klain, but it is not. It is a medical crisis. So why not you? 

Dr. Lurie. So right now I have a full-time job doing my job in 
the Department of Health and Human Services. I really appreciate 
the vote of confidence. And I have a lot of confidence in Mr. Klain. 

Mr. Gowdy. Well, how about another doctor? How about some- 
body who is an expert in infectious disease or an expert in West 
Africa or the delivery of health care? I mean, God forbid we pick 
somebody with a background in medicine instead of a dadgum law- 
yer. And in the interest of full disclosure, I am one. But 

Dr. Lurie. So, with respect, I think that the role of the coordi- 
nator at the White House doesn’t require a doctor. It requires 
somebody who is really expert at coordination and bringing the 
parts of government together to enhance the coordination. 

Mr. Gowdy. Well, I am going to make you this promise, OK? And 
I want you to hold me to it, OK? The next time there is an opening 
on the Supreme Court, I want you to see whether or not the Presi- 
dent considers a doctor or a dentist for that job. 

And we actually are about to have a vacancy for our Attorney 
General, and I want you to consider or be mindful of whether or 
not he considers maybe, like, a tattoo artist to be our next Attorney 
General. I promise he will not. He will pick a lawyer for the Su- 
preme Court, and he will pick a lawyer to be the head of the Attor- 
ney General — Department of Justice. 

I am just lost as to why he wouldn’t pick somebody with a med- 
ical or healthcare background to be the Ebola czar. I mean, can you 
understand why people might possibly think this could perhaps be 
a political pick instead of a medical/science/health pick? Can you 
understand how people might be just a little bit suspicious? 
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Dr. Lurie. I can understand the public’s concerns about a whole 
variety of issues. I believe that Mr. Klain has tremendous experi- 
ence in doing the job that he was chosen to do. 

Mr. Gowdy. Well, cite me all his medical background then. I was 
going to let you go, but you said he has tremendous experience. 
Cite me all of his medical, infectious disease, communicable dis- 
ease, healthcare delivery background. 

Dr. Lurie. You know, one of the terrific things about the way the 
government works together is that experts come together all the 
time. There is tremendous knowledge 

Mr. Gowdy. I am going to take that answer as that he has none. 

Dr. Lurie. There are a tremendous number of doctors that he 
has at his disposal. He has me, he has Dr. Frieden, he has Dr. 
Fauci, he has Dr. Collins. You could go on and on and on. 

Mr. Gowdy. Yes, and it would just make — ^but you know what? 
We had access to all those people before we had Mr. Klain. All 
those people worked for the government before the President hired 
Mr. Klain, didn’t they? 

Dr. Lurie. And 

Mr. Gowdy. So why pick a lawyer to head our response to Ebola? 
It just — you know, color me cynical, it just appears to be political. 

But, with that, Mr. Chairman, I would yield back 

Mr. Connolly. Would my friend yield? 

Mr. Gowdy. Of course I will yield to the gentleman from Vir- 
ginia. 

Mr. Connolly. Well, I just wanted to join my friend in calling 
for a nonlawyer appointment to the Supreme Court. It would be 
the healthiest damn thing we have had in the last 50 years. Thank 
you. 

Mr. Gowdy. Are you applying? Are you interested? 

Mr. Connolly. No. 

Mr. Chaffetz. I thank the gentleman. 

I will now recognize the gentlewoman from Illinois, Ms. Kelly, for 
5 minutes. 

Ms. Kelly. Thank you, Mr. Chair. 

Dr. Lurie, are you trying to say that we need someone good at 
coordinating and managing and really cutting through a lot of the 
BS? 

Dr. Lurie. That is exactly right. 

Ms. Kelly. Thank you. 

I want to thank the panel for meeting with our committee to dis- 
cuss this important health crisis issue. 

And I want to let you know that my thoughts and deep apprecia- 
tion are with all the healthcare professionals dealing with this cri- 
sis and those in the audience. And because I represent Illinois, a 
special shout-out to those from Chicago, the Chicagoland area. 

My questions are about the DOD’s role in West Africa. 

Secretary Lumpkin, I know there are some that have commented 
that there is no reason to involve the U.S. military in this type of 
humanitarian crisis. Why is the U.S. military so critical to getting 
the epidemic under control in West Africa? 

Mr. Lumpkin. Thank you for the question. 

Again, we are in direct support of USAID and their whole-of-gov- 
ernment efforts. USAID came to us because of our speed and their 
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scale with response. We can mobilize quickly. We can instill com- 
mand and control, provide the infrastructure. We have the ability 
to do logistics. We do it very well, both strategically and tactically, 
to move supplies. 

The one thing you have to keep in mind, within Liberia, they get 
about 200 inches of rain a year. When we were there, it was rain- 
ing, you know, 6 to 8 hours a day some days. In that time, many 
of the roads are impassable except by foot. And what goes by foot 
is the Ebola virus, as well. So there was inaccessibility to the var- 
ious areas. We have the ability to reach and get those areas and 
to support USAID. 

We have the ability to do construction and to build these Ebola 
treatment units. When I was there, I had a chance to get on the 
ground and talk to some U.S. Navy Seabees who were building the 
Monrovia medical unit. And working through the rain with the 
equipment there to get what looks to be impossible, they make pos- 
sible. 

Then the final piece is we can do scaled training. We can bring 
a boot-camp-like training to train up to 500 healthcare workers per 
week to man and to staff these Ebola treatment units. And so we 
bring the capacity in order to do that. 

So, again, we are an interim solution as we roll in there to sup- 
port USAID until the international community can mobilize in 
order to take over our efforts. 

Ms. Kelly. So you feel you have extensive experience in con- 
ducting humanitarian efforts like this. 

Mr. Lumpkin. Well, we have supported USAID on numerous oc- 
casions. We did it in Haiti. We have done it in places — Japan just 
several years ago, the Philippines most recently. The team on the 
ground we have worked with before. The team lead from the Dis- 
aster Assistance Response Team has extensive experience working 
with the Department of Defense. And we are very tightly lashed 
up, and I would say it is seamless. 

Ms. Kelly. OK. Thank you. 

General, can you provide us with a status update on the oper- 
ations in the region and let us know what your biggest challenges 
are? 

General Lariviere. Yes, ma’am. Thank you for the question. 

As Mr. Lumpkin said, we were asked to do this mission because 
of our unique capabilities. As we are here today, we have 698 per- 
sonnel on the deck, split between Liberia and Senegal. We are ex- 
pecting here, in the next 24 hours, the 101st Airborne Division will 
complete its movement into country and we will begin a rotation 
for them to take over the command and control piece of this. Equip- 
ment continues to flow through our immediate staging base in 
Dakar, Senegal. 

As Mr. Lumpkin said, we were asked to do engineering. USAID 
asked us to be prepared to buildup to 17 Ebola treatment units. We 
have actually been asked to build 12, and 3 are currently under 
construction. 

And as for the training effort, we have identified the Paynesville 
National Training Center in Monrovia as the site where we will 
bring in military trainers to begin training healthcare workers here 
in the next couple of weeks. 
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Ms. Kelly. For both of you, if this epidemic is not contained and 
it spreads further over the continent, do you agree that this really 
affects international security? 

Mr. Lumpkin. Again, to reiterate my opening comments, this is 
a national security priority for the United States that truly has 
global impacts. 

So we have an opportunity right now to flood the zone, to make 
sure we have the capabilities in country, working as a whole of gov- 
ernment, and mobilize the international community to respond 
while it still is at a point, while dire — if it gets worse, it is going 
to be harder to manage. So we need to take this opportunity we 
have right now. 

Ms. Kelly. General, did you have anything? 

General Lariviere. Nothing additional. 

Ms. Kelly. Well, I want to thank you both for your testimony 
and for your service to the country. 

And, again, a deep appreciation to all the healthcare profes- 
sionals. 

Thank you. I yield back. 

Mr. Chaffetz. I thank the gentlewoman. 

I will now recognize myself for 5 minutes. 

And I want to thank the six of you for your dedication and com- 
mitment to fighting this and for the efforts here in the United 
States of America. 

And to the men and women who serve on the front lines, those 
healthcare workers and first responders, I join with Mr. Gowdy in 
thanking those that will actually run to the sounds of the guns in 
the crisis that happens. They are amazing individuals, and they 
have our thoughts and our prayers and our hearts behind them. 

I have a few questions, particularly on the military side of 
things. I don’t know whether to start with Mr. Lumpkin or the 
General. But help me understand their proximity to the challenge 
here. How many USAID personnel are they supporting? 

Mr. Lumpkin. I don’t have that number off the top of my head, 
and I want to be accurate. So I would like to take that back 

Mr. Chaffetz. Do you have a range? I mean, is it hundreds? Is 
it 

Mr. Lumpkin. It is so integrated — the disaster 

Mr. Chaffetz. OK. If you will get back to me. 

Mr. Lumpkin. I will be able to do that. 

Mr. Chaffetz. My understanding. Doctor — we’ve got one doctor 
here on the panel — is that there is a 21-day window in which a per- 
son who may have been exposed to Ebola will actually potentially 
come down with Ebola and start to show signs of having this virus. 
Is that correct, 21 days? 

Dr. Lurie. That is correct. 

Mr. Chaffetz. So, General, why do we only hold our troops for 
10 days before we release them to bring them back to the United 
States? 

General Lariviere. Yes, sir. Thanks for the question. And I can 
understand the confusion on this, but let me — let me see if I can 
make it clear. 

To start, the 21-day period for monitoring has to take place out- 
side the infection zone. For us, that will be in the United States. 
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Out of an abundance of caution, prior to departure — in order to 
reduce their risk, commanders will be allowed to remove their per- 
sonnel from whatever jobs they were doing for up to 10 days prior 
to departure from Liberia just to limit their exposure and provide 
an extra layer of protection. However 

Mr. Chaffetz. I am going to need further explanation on 
this 

General Lariviere. Right. 

Mr. Chaffetz [continuing]. Because I don’t understand the 10 
days when the science says the 21 days, but 

General Lariviere. Well, the 21 day takes place — well, the 21- 
day monitoring for U.S. Military personnel will take place State- 
side after they have left in order to ensure that they are Ebola-free, 
just as was described previously for other healthcare workers. 

Mr. Chafeetz. Let me understand. Doctor. The written materials 
that I do see out there talk about fever, which is monitored twice 
a day in the case of the military, and other symptoms. What are 
the other symptoms? 

Dr. Lurie. Other symptoms might include nausea, diarrhea, red 
eyes, muscle aches, fatigue. 

Mr. Chafeetz. So any one of those symptoms could be happening 
and not have a fever and you could have the Ebola virus, correct? 
You could have fatigue, for instance, before you have a fever. 

Dr. Lurie. That is correct, but you really only transmit the dis- 
ease when you are febrile. 

Mr. Chafeetz. So if you have one of these symptoms and you are 
coming through Customs and Border Patrol, for instance, is one of 
my deep concerns. We’ve got about a million people a day that 
come through the United States border. We’ve got these Customs 
and Border Patrol agents and officers that — they are wonderful 
people. I mean, they are dedicated and committed at a tough and 
difficult job. And we are asking them to make an assessment of 
somebody in about a minute or so as to whether or not this person 
potentially has Ebola. 

How in the world are we going to train them so that they can 
have these assessments? 

Dr. Lurie. So let’s be clear about what’s happening now. First, 
all travelers are tunneled — from West Africa are tunneled to five 
major airports, where people are specially trained to do tightened 
screening. If, in fact, they have symptoms of Ebola or they have a 
fever, then they get referred to secondary screening. And then, ad- 
ditionally, they are 

Mr. Chaffetz. But that didn’t work. 

Dr. Lurie [continuing]. Interviewed by staff 

Mr. Chafeetz. It didn’t work. Are you telling me that it worked? 
Did it work in the case of Dr. Spencer? Did it work? 

Dr. Lurie. So the reason that we now have moved to active mon- 
itoring of all people that come back from these countries to the 
United States is exactly for this reason, so that if people don’t have 
a fever when they come 

Mr. Chaffetz. You see where we lack some confidence, right? 

Dr. Lurie. If people don’t have a fever when they come 
through — when they come through the CBP, Customs and Border 
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Patrol, stations, we still believe they need to be actively monitored 
for 21 days. That is exactly what happened. 

Mr. Chaffetz. But active — this active 

Dr. Lurie. And Dr. Spencer took his temperature. At the earliest 
moment, as I understand it, he called authorities and was isolated 
very expeditiously. 

Mr. Chafeetz. So you don’t think he was contagious those 48 
hours before? 

Dr. Lurie. From what we understand, people are infectious when 
they have a fever, not beforehand. 

Mr. Chafeetz. So why did you close the bowling alley? Why did 
they — why did they, you know, put other people in quarantine? If 
he is not contagious because he barely showed a fever and he is 
a doctor and he says he didn’t have a fever until that morning, why 
did you have to shut down the bowling alley? 

Dr. Lurie. You know, it is a good question, and I think it gets 
to your issue of confidence. We really want to move in an abun- 
dance of caution. The bowling alley is closed so that it be cleaned 
and decontaminated out of abundance of caution. And I expect it 
will be open and people will be bowling 

Mr. Chaffetz. So he could have gotten 

Dr. Lurie [continuing]. In the not-too-distant future. 

Mr. Chaffetz. He could have gotten sweaty, right, and you can 
transfer this via sweat, right? That secretion could actually hold 
the Ebola virus for some time, correct? 

Dr. Lurie. So the bowling alley is being cleaned out of an abun- 
dance of caution, yes. 

Mr. Chafeetz. I just don’t have the confidence that we are deal- 
ing with people who have a known — we are talking about people 
who have come in direct contact with Ebola patients. Why we 
wouldn’t hold them for a 21-day period to make sure that their 
loved ones, themselves, the people of this country — I don’t under- 
stand why we wouldn’t put that travel restriction in place, why we 
don’t get a little bit more strict in putting quarantines — the self- 
quarantine didn’t work. It didn’t work in the case of Dr. Spencer, 
and he is one of the great people of this earth. I mean, he went 
to go help save people’s lives, and he is an emergency room physi- 
cian, my understanding. 

So that is the concern. That is 

Mrs. Maloney. Will the gentleman yield? 

Mr. Chaffetz. Sure. 

Mrs. Maloney. Thank you. 

I would like a clarification from the Major on one of your re- 
sponses to the chairman’s questions. You said that the quarantine 
cannot happen in the country of origin or the country of infection 
and that you would quarantine him, as I understand from your an- 
swer, 10 days in, say, Liberia before you would allow them to come 
to the United States. 

My first question is, why can’t you quarantine 

Mr. Chaffetz. We don’t have first questions. Ask the question. 

Mrs. Maloney. Clarification. 

Mr. Chaffetz. We have to yield. People have flights 

Mrs. Maloney. Clarification. 

Mr. Chaffetz. Yes. 
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Mrs. Maloney. Clarification. Why can’t you quarantine in the 
country of infection, particularly if we are sending over military 
that could build a quarantine unit? 

General Lariviere. Ma’am, I will defer to the doctors. But what 
our infectious disease personnel tell us, in order to be absolutely 
certain that everybody is Ebola-free, it has to be outside the infec- 
tion zone. And for all intents and purposes, the entire country of 
Liberia is an infection zone. But I would defer to the doctor for 
clarification. 

Mr. Chaffetz. Go ahead. 

Dr. Lurie. So the CDC’s guidelines right now indicate that if you 
have no risk, if you have been in — if you have not been exposed to 
other people, you haven’t touched other people, you haven’t 
cared 

Mr. Chaffetz. Her question was about military personnel who 
are in the infection zone who did have contact. 

Dr. Lurie [continuing]. You haven’t cared for sick Ebola patients, 
and if you are in personal protective equipment, you haven’t had 
a breach of personal protective — ^you haven’t had a breach of your 
personal protective equipment, that, depending on the category, 
you are at low or no risk. 

Mr. Chaffetz. I am not buying it. I am iust not buying it. 

Dr. Lurie. Well 

Mr. Chaffetz. My time has expired. 

Dr. Lurie. OK. 

Mr. Chaffetz. We will go to the gentleman from Pennsylvania, 
Mr. Cartwright, for 5 minutes. 

Mr. Cartwright. Thank you, Mr. Chairman. 

I want to followup on that. 

And thank you for joining us today. Secretary Lumpkin and 
Major General Lariviere. 

But, you know, the expression “an abundance of caution” has 
been used here in this room here today. And what I am wondering 
specifically — and I will open that up to either of you gentlemen — 
is there any reason why this proposal — ^you know, Mr. Lynch 
brought it up, Mr. Connolly brought it up, Mrs. Maloney brought 
it up, I believe Mr. Chaffetz brought it up. Is there any reason why 
we wouldn’t just want to use a 21-day waiting period in West Afri- 
ca before we bring people back to the United States? 

Mr. Lumpkin. Our 21-day monitoring process is done at the unit. 
It is done twice a day, as far as where they have direct contact 
with a healthcare professional for everybody that comes home. And 
it is commensurate with guidelines that other organizations are fol- 
lowing. So we are following the same guidelines as the — that CDC 
and others recommend. 

Mr. Cartwright. When you say “in the unit,” you mean in the 
unit whether it’s in West Africa or in the United States. 

Mr. Lumpkin. No, no. Well, there is in-country monitoring, and 
there is monitoring once they return home. 

Mr. Cartwright. OK. 

Mr. Lumpkin. So once they return back to the continental United 
States or their port of origin, so to speak, they will go through a 
21-day process where twice a day, 12 hours apart, they will report 
to their unit and do positive discussion with the healthcare pro- 
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vider and have their temperature taken to see if — to make sure 
that they don’t become febrile or show any symptoms. 

But keep in mind, going back to the risk of the Department of 
Defense personnel in country, because we are not providing direct 
health care to Ebola patients, our risk is much, much lower than 
those that do to begin with. 

Mr. Cartwright. All right. And you are telling — you are answer- 
ing my question with what we are doing, and I am asking you, why 
couldn’t you do it a little differently? Why couldn’t you do the 21- 
day waiting period in country just to be extra careful that we are 
not bringing this virus back to the United States? 

General Lariviere. Yes, sir. Again, everybody in country will be 
monitored twice a day for their temperature. So, for all intents and 
purposes, we are checking — we are basically doing what the CDC 
recommends every single day while we are in country by having 
their temperature taken twice a day. 

Immediately prior to departure, we will have personnel — we will 
go through a questionnaire to find out if, in the last few days right 
before they left, if they have been in more — possibly could have 
come into contact and be anything other than a low-risk category 
before we transport them home to start the 21 days in CONUS. 

The 10-day period, which is causing all the confusion, was merely 
an additional period in which case they would be at a — be removed 
from whatever jobs they were doing, if they were out and about the 
town, in order to further reduce their possible risk. 

Mr. Cartwright. Well, General, I thank you for that answer, 
but, again, you are telling me what the plan is right now. And I 
am asking you, why couldn’t you be a little more careful with the 
plan, go a little more overboard with the protection and extend the 
in-country waiting period to 21 days rather than the 10 days? 

And it seems to me that you gentlemen are deferring to the CDC 
on this. Are you? 

General Lariviere. Well, sir, it is the CDC; it is also the U.S. 
military infectious disease doctors who, in consultation with their 
interagency partners, are the ones that 

Mr. Cartwright. Well, let me cut it short, then. May I ask you 
gentlemen to please consult with those sources and ask them to 
consider a 21-day in-country waiting period just to be in a real 
abundance of caution? 

Mr. Lumpkin. We will do that. 

Mr. Cartwright. I thank you for that. 

I also wanted to ask: You know, we have heard about this ter- 
rible potential for the spread of this disease in West Africa. What 
did we say? By January, a million infections or more. The suf- 
fering, the horror there. 

And one question I have is. No. 1, is 3,200 American service men 
and women enough to properly train to defeat this Ebola enemy? 

Mr. Lumpkin. Based on the requirements that have been asked 
of us from USAID, who we are supporting in country, the answer 
is yes. 

Mr. Cartwright. And then the next question is, are there 
enough trainees, are there enough healthcare workers in West Afri- 
ca that we can train enough people to take care of the problem? 
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Mr. Lumpkin. That is a question I would have to defer to the 
USAID and their expertise on the ground to 

Mr. Cartwright. Would anyone on the panel like to take that 
question? 

Mr. Torbay. There are health workers, not necessarily from Si- 
erra Leone and Liberia, from the U.S., from other African coun- 
tries, from Asia, that we are bringing to the country, as well, to 
help with the treatment and the containment. And we are hoping, 
with the training that is being provided and the supplies and the 
momentum that is actually now ongoing, that actually that should 
be sufficient. 

That being said, for the time being, it is still really difficult to 
encourage people to go and work in West Africa, given the condi- 
tions on the ground but also given the conditions that they might 
actually stay in West Africa for a longer period, as well. So this is 
why we are trying to balance it in terms of going there but, at the 
same time, make sure that they can actually leave and go back 
home when they can. 

Mr. Cartwright. Well, my time has expired. I thank you. 

Mr. Chaffetz. All right. I thank the gentleman. 

Quickly, Mr. Lumpkin, are there any United States personnel, 
military or USAID, that have any symptoms of Ebola? 

Mr. Lumpkin. Not to my knowledge. 

Mr. Chaffetz. Thank you. 

I now recognize the gentleman from Texas, Mr. Farenthold. 

Mr. Farenthold. Thank you, Mr. Chairman. 

I want to followup, before I go into my line of questioning, with 
Dr. Lurie. 

You talked about an overabundance of caution as to why we 
closed the bowling alley, as to why the airline took out the seats 
and reupholstered and recarpeted. We are hearing a lot about an 
overabundance of caution. 

From a purely health standpoint, wouldn’t an overabundance of 
caution include an air travel ban, complete, to the affected coun- 
tries, like we have seen in some European countries? 

Dr. Lurie. No, I don’t believe it would. 

Mr. Farenthold. All right. I am going to respectfully disagree. 

Now, I am glad we are having this hearing today. This is my sec- 
ond hearing on Ebola, and I was actually really disturbed during 
the first hearing that the Homeland Security Committee had in 
Dallas to see the CDC pointing fingers at CBP, CBP pointing fin- 
gers at the National Institutes of Health. 

It is one of the reasons I said we needed to appoint somebody to 
be the point person, someone where the buck stops. And the Presi- 
dent chose Mr. Klain. I am going to join with Mr. Gowdy in being 
a little skeptical of putting a lawyer instead of a doctor in. 

But Josh Earnest told reporters ultimately it will be his responsi- 
bility to make sure that all the government agencies who are re- 
sponsible for aspects of this response, that their efforts are care- 
fully integrated. He will also be playing a role in making sure deci- 
sions get made. 

I think one of the key things in that role is working with Con- 
gress, and I think he should be here today or at a hearing to be 
called very soon. We are the ones that sign the checks. We’ve al- 
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ready signed a $750 million check to fight this Ebola. I think he 
needs to be here. 

I also — part of the finger-pointing we saw was the CDC saying 
the nurses in Texas broke protocol, when I think they were fol- 
lowing, to the best of their ability, what they were able to do. I 
think it was entirely inappropriate they threw the nurses under 
the bus. My wife is a nurse, and she and I were both — were indi- 
vidually hurt and offended by that. I think these nurses were doing 
the best they could. 

And, listen, an Ebola patient isn’t always going to present at an 
Ebola center. They are going to show up at their local hospital 
when they show symptoms. Every hospital needs to be trained. 

And, Ms. Burger, am I correct in saying your testimony is — what 
was the percentage that weren’t prepared? 

Ms. Burger. I believe it’s 85 to 86 percent. But you have to re- 
member these are voluntary guidelines; they are not mandates. 
And until there is a mandate from Congress or the President, we 
will continue to have issues. 

Mr. Farenthold. I was thinking maybe — you know, I am not a 
big fan of big government regulation — maybe the joint commissions 
or the States. 

Mr. Chairman, I would also like to enter for the record a State- 
ment from Texas Health Resources. They were also thrown under 
the bus, and this is one of their responses to that. So I’d like to 
enter that for the record. 

Mr. Chaffetz. Without objection, so ordered. 

Mr. Farenthold. Now, we have talked about who is not here. 
I want to talk — since we do have Mr. Lumpkin and the General 
here, I wanted to ask a couple of quick questions about our military 
involvement. 

General, why did you join the military? 

General Lariviere. To serve my country. And my dad was a Ma- 
rine. 

Mr. Farenthold. And, traditionally, the military’s job has been 
to serve and protect this country with guns and bombs. I under- 
stand the mission is expanding and you all are out now building 
health facilities in Ebola-plagued areas. Very laudable, but is this 
really what the military was designed for? 

It seems like if you wanted to b^uild healthcare facilities and help 
countries, you would have joined the Peace Corps and not the — or 
USAID and not the military. 

General Lariviere. Sir, as Mr. Lumpkin Stated, this is a na- 
tional security threat. And, as has been Stated previously, the idea 
has been to fight this overseas so it doesn’t further come back 
here 

Mr. Farenthold. But isn’t 

General Lariviere [continuing]. On our — I’m sorry. 

Mr. Farenthold. All right. And is the military the only organi- 
zation that can build hospitals, morgues, and treatment facilities? 
Aren’t there thousands, if not hundreds of thousands, of contractors 
worldwide that can do that? 

General Lariviere. Absolutely. But we were asked to use our 
unique capabilities, as was Stated earlier, to jumpstart this proc- 
ess, get it in place, so we could turn it over to those organizations. 
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Mr. Farenthold. And so are these facilities going to be near ex- 
isting facilities for Ebola patients? Are they going to be greenfield 
facilities or brownfield facilities? Are the locations nearby where 
patients are going to be congregating? 

General Lariviere. We have been asked to build treatment units 
in locations that were coordinated between USAID and the Govern- 
ment of Liberia. 

Mr. Farenthold. So very possibly you could be working on an 
expansion to an existing hospital that is treating Ebola victims 
within those sidelines. 

Mr. Lumpkin, you look like you want to jump in. 

Mr. Lumpkin. No, of the ones we’ve been asked to construct per 
USAID, none of those are expansions. They are all unique, new 

Mr. Farenthold. OK. And 

Mr. Lumpkin [continuing]. Ebola treatment units. 

Mr. Farenthold. So, then, you talked a little about PPE. What 
personnel would be wearing PPEs? I mean, you’ve got 80-degree- 
plus, highly humid conditions in these countries, and the natural 
inclination is going to be, why do I need to wear this Tyvek suit? 

General Lariviere. That is a great question. 

So the protocols that will be followed are that all U.S. military 
personnel will be issued a basic set of PPE that they will have with 
them in country, but because of the temperatures and because, 
quite frankly, of the jobs they will be doing, they will not be re- 
quired to wear it all the time. 

Mr. Farenthold. OK. 

And I’ve got one quick last question. There has been a lot of con- 
fusion about this 10 days and then 21 days. After the 10 days in 
Africa, they are going to come back to the United States and go to 
their unit and be monitored in the unit. Between the 12 hours that 
they are not being monitored by their unit, are they going to be 
able to ride the subway, see their girlfriend, go to a bowling alley, 
and take an Uber? 

General Lariviere. They will be on the military facility. They 
will be allowed to go home, either to the barracks or to their fami- 
lies. But, obviously, every 12 hours will limit their ability — having 
to report to the unit every 12 hours will limit their ability to travel 
much further off base than you could go in order to get back for 
evening formation. 

Mr. Farenthold. But you will be — all right. Thank you very 
much. My time has expired. 

Mr. Chaffetz. And I thank the gentleman. 

I now recognize the distinguished gentleman from Illinois, Mr. 
Davis, for 5 minutes. 

Mr. Davis. Thank you very much, Mr. Chairman. 

And I want to thank Chairman Issa for calling this hearing. I 
think it has been very instructive, very helpful. 

And I want to thank all of the witnesses for appearing and being 
with us. 

With O’Hare Airport being one of the busiest in the world and 
with Chicago, where I live, being an absolute transportation hub, 
where millions of people come to and through our city each and 
every week, I first of all want to commend our public health offi- 
cials, under the leadership of the Illinois Department of Public 
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Health, and our city officials and Homeland Security for what they 
have done in terms of preparation to screen individuals as they 
come, to have places they can go should anything he detected. Our 
hospitals have been fully cooperative, and I commend all of them. 

I also want to commend all of our health workers who are the 
frontline individuals. Because while others can stand and cheer 
from the sidelines, you are in the arena. You are actually there; 
you are not the spectators. 

I have heard a great deal of information — and I am delighted to 
live in a country that is willing to use some of its resources to be 
available in such a way that it does play and understands an inter- 
national role. So I want to thank AID and our military for being 
in West Africa. 

I agree with those who recognize that we don’t have enough re- 
sources there to actually do all that we can and all that is needed 
to be done. But I commend us for the effort, and I commend us for 
what we are indeed doing. 

I think I have a little more confidence and a little more faith in 
the GDC and our health professionals because every day, as I un- 
derstand it, our protocols are under review, that whatever has been 
established, that’s for right now, but with every incident, we are 
learning new approaches, new techniques, and we are putting 
those into play. And so I am not sure that I have as much gloom 
and doom, because we have had crises before and we’ve found a 
way, and we will find a way to stay ahead of this one. 

Mr. Davis. Dr. Lurie, let me ask you, notwithstanding the ad- 
vances that we have made in medical science, infectious disease 
continues to cause millions of deaths every year throughout the 
world. And we know that the primary strategy has been vaccina- 
tion, developing vaccines. Let me ask, are there other strategies 
and other approaches that are being used relative to human behav- 
ior activity? I always remember my mother, who didn’t have any 
medical training, but she always told us that an ounce of preven- 
tion was worth much more than a pound of cure. Are we able, and 
are we doing things that can help prevent and arrest the impact 
of these infectious diseases? 

Dr. Lurie. I very much appreciate your question. Congressman. 
As a primary care doctor, I see — every time I see a patient — how 
important communication is, both with my patients and with my 
community. One of the challenges of dealing with this outbreak in 
West Africa has been that there are a lot of deeply held beliefs. 
There has not been sufficient information about how one contracts 
this disease or how to prevent oneself from getting it. And I believe 
that there has been a tremendous effort at public education. And 
I expect that that’s going to continue in the days and weeks and 
months ahead. 

Here at home as well, there have been efforts to educate the pub- 
lic, but many of those have centered on the populations whose her- 
itage is in West Africa. And in the areas of the country where those 
populations exist. State and local health departments have shown 
tremendous leadership in reaching out to those populations, help- 
ing them understand how to recognize and protect themselves here, 
and importantly helping them provide information for their fami- 
lies in West Africa, whether it’s on the Internet, whether it’s by 
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Skype, whether it’s by text, whatever. There is certainly much 
more public education and outreach to do, both in West Africa and 
likely here. But I really applaud your observation because it is cen- 
trally important to anything that we do in medicine or public 
health. 

Mr. Davis. Thank you very much. 

Thank you, Mr. Chairman. I know that my time has expired. But 
I would just like to say to my colleagues who are concerned about 
the czar, you know, it occurred to me that there are those of us 
who know things, but then there are those who know how to make 
things happen and how to get things done. And I think the Presi- 
dent may have had that in mind as he made the appointment. I 
yield back. 

Mr. Chaffetz [presiding]. I thank the gentleman. 

I now recognize the gentleman from Kentucky, Mr. Massie. 

Mr. Massie. Thank you, Mr. Chairman. 

Mr. Lumpkin and Major General Lariviere, as you already know, 
there are members of Kentucky’s Air National Guard in country. 
And so I hope you will understand that my first questions will be 
focused on their safety and training and well-being. 

But I need to ask Dr. Lurie a question first. Are you familiar 
with the treatment of the three patients in the United States, the 
treatment regimen that they have received? We heard in the press 
that they received ZMapp and also perhaps blood transfusions. Is 
that true? 

Dr. Lurie. So there have been more than three patients treated 
in the United States, but I have some familiarity with their treat- 
ment, yes. 

Mr. Massie. Right. So does it include blood transfusions and 
ZMapp? 

Dr. Lurie. So my understanding is that some patients certainly 
early on received ZMapp when it was available, and some of the 
patients have received blood transfusions. 

Mr. Massie. So the best minds that we have, the best doctors 
that we have in this country, their consensus was that that would 
be the best treatment for them. 

Major General, my question to you is can you assure us that the 
best treatment available in this country will be available to our sol- 
diers in the unfortunate circumstance that any of them contracts 
Ebola? 

General Lariviere. Yes, sir, absolutely. As I Stated earlier, 
both — there will be a Role 2 hospital both in Monrovia and in Sen- 
egal, where your Kentucky National Guardsmen will be stationed 
that is there to exclusively take care of U.S. military personnel. 

Mr. Massie. And when they return Stateside, will they have ac- 
cess to ZMapp and blood transfusions if that’s what the doctors 
prescribe? 

General Lariviere. Whatever the doctors prescribe, they will 
be — it will be available for them. 

Mr. Massie. OK. Thank you very much. Mr. Torbay, you seem 
to be sort of where the commonsense resides here, because you 
have been on the front fighting Ebola. And I really appreciate what 
you have done over there. And clearly, our futures are linked with 
West Africa. We want to see it solved. We want to see it cured over 
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there. In some of the things that you have mentioned today about 
gradiating people into no risk, low risk, and high risk, and then 
treating them differently instead of a one size fits all makes a lot 
of sense to me. My question to you is, is it possible — not likely, but 
is it possible to contract Ebola by sitting next to somebody who is 
exhibiting symptoms on a bus? 

Mr. Torbay. Thank you for your question. First of all, for the 
record, I am not a doctor, so I cannot be very specific when it comes 
to that. From what we learned, unless there is contact with bodily 
fluid 

Mr. Massie. Would that include perspiration? 

Mr. Torbay. That could include perspiration. 

Mr. Massie. And do you have to contact the skin or could you 
touch somewhere where that an Ebola victim has touched? 

Mr. Torbay. I can’t answer that. My understanding is it has to 
be through broken skin, but I am not really sure about that. 

Mr. Massie. So do your protocols — ^but would you say it’s possible 
even if it’s not likely? Your protocols that you described before say 
that somebody who has a classification of low risk is prevented 
from taking public transportation. So surely you foresee that some- 
body — it is maybe not likely, but is it possible that somebody could 
catch Ebola on a bus? 

Mr. Torbay. We haven’t experienced that. You know, with Ebola, 
it could be possible. There is no scientific evidence that proves it 
or proves against it. 

Mr. Massie. There is no scientific evidence that it can be trans- 
mitted through saliva, vomit, perspiration? 

Mr. Torbay. Saliva, vomit, perspiration, yes. 

Mr. Massie. OK. Does it live on surfaces? Can it live for more 
than 15 minutes on a surface? 

Mr. Torbay. I can’t answer that. 

Mr. Massie. You can’t answer that? 

Mr. Torbay. I do not know the answer to that. 

Mr. Massie. Maybe Dr. Lurie can. Can Ebola survive outside of 
a patient on an inert surface for any period of time? 

Dr. Lurie. It can survive on an inert surface for variable periods 
of time depending on the 

Mr. Massie. OK. Then let me ask you is it possible — I am not 
asking you is it likely — is it possible that somebody could contract 
Ebola sitting on a bus next to somebody who has it? Can you imag- 
ine a way that could happen? Is it possible? 

Dr. Lurie. One would have to have been in contact with the body 
fluids of the person. 

Mr. Massie. Does that include perspiration? 

Dr. Lurie. It does include perspiration. 

Mr. Massie. OK. Major General, I want to get back to our sol- 
diers here. You have assured us that they have been adequately 
trained in avoiding the contraction of Ebola. If a soldier came to 
you and said. Major General, is it possible, not likely, is it possible 
to contract Ebola sitting next to somebody on a bus who has it, 
what would your answer be to them? And I trust you are going to 
give us a straight answer. 

General Lariviere. So I would defer to the medical professionals, 
as the doctor just said. It can be transmitted through sweat. Bodily 
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fluids has been noted. And I would say that, you know, that is why 
we have the 3 feet separation, that is why we don’t shake hands. 

Mr. Massie. So if I am a soldier and I ask you that, sir, what 
would your answer be? 

General Lariviere. Well, I guess my answer would be it’s a hy- 
pothetical. 

Mr. Massie. It could certainly happen. 

General Lariviere. It could possibly happen. 

Mr. Massie. I am asking you to answer a hypothetical then. 

General Lariviere. You are asking to ask me to answer a hypo- 
thetical. 

Mr. Massie. OK. 

General Lariviere. So it could possibly happen, but I would 
defer and say, low likelihood, and you need to follow the procedures 
that you were taught in your training session. 

Mr. Massie. I am hoping they are getting the best training pos- 
sible. And I am concerned if they are being told they can’t catch 
it on a bus. Can you tell me what your answer to the soldier would 
be if he said. Sir, can I contract Ebola? 

General Lariviere. So, for the record, they are not getting on 
buses with Liberian citizens. And your Kentucky Guardsmen are 
actually in Senegal, so 

Mr. Massie. Understood. We have other members from Kentucky 
serving in the military. 

General Lariviere. Absolutely. 

Mr. Massie. They are going to be, as I understand it, hot zones. 

General Lariviere. And Fort Campbell folks will be there obvi- 
ously. But they won’t be betting on buses with Liberian personnel 
either. I would tell them to go ahead and follow their protocols. 

Mr. Massie. So, just quickly, our confidence has been shaken in 
the GDC because we get conflicting answers. And when I first 
heard the military was going overseas to combat Ebola, I was skep- 
tical. But then, on second thought, I said that’s where our com- 
petency in the government resides, where the confidence resides of 
the American public is with our military and their ability to focus 
on a mission. 

Today you have answered some questions where you deferred to 
CDC guidance, for instance whether they should be quarantined for 
10 days in country or 21 days in country. What I am asking you, 
for the safety of the soldiers and for the safety of the public, is to 
use your own judgment. We trust the military actually more than 
the CDC on this. So please use that to guide you. 

General Lariviere. Absolutely. And that’s why I reiterate that 
once they return, we are having not the self-monitoring, but we are 
actually exceeding CDC standards because we are the military and 
having those individuals monitored by their units once they are 
back. 

Mr. Massie. And the public, by the way, would like to see them 
stay on the base for the 21 days after they are back. 

General Lariviere. And I understand their concern. But again, 
this is — we think that it’s prudent to have them checked twice a 
day on base, but be able to return to their loved ones in the 
evening. 
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Mr. Massie. What we appreciate is your mission is and always 
has been to protect this country. And we appreciate your service. 

General Lariviere. Thank you. 

Chairman ISSA [presiding]. I thank the gentleman. 

And we now go to the gentlelady from New Mexico. 

Ms. Lujan Grisham. Thank you, Mr. Chairman. 

Clearly, with the arrival of Ehola in the United States we are all 
in this committee really concerned about whether or not our emer- 
gency preparedness systems are effective, and whether our public 
health system is an effective response mechanism. And I think I 
share with everyone on this committee that we are concerned that 
we have seen protocols have to be adjusted, that we wish we had 
better training, that we are concerned about hospital responses. I 
would just add, particularly after the last Statements, and I don’t 
disagree that we want the highest standard of response, but a mul- 
titude of responses that are not based on scientific evidence and 
best practices. If they are not — if they aren’t sound, then we create 
even more confusion and more panic by individuals, and we can’t 
really manage a public health or an emergency system’s response. 
Those are clear lessons that I learned as the secretary of health 
dealing with — I wasn’t there to deal with hantavirus in New Mex- 
ico, but we had those experts certainly there. But I was there for 
SARS, for potential pandemics, for not having enough fiu vaccine. 
And I am still there dealing with one of the worst hepatitis C 
issues in the United States. So, unfortunately, in New Mexico we 
know how important it is to have a good, solid, strong public health 
and emergency response system. 

To that end, I know that we have been both critical and we have 
recognized that whether or not Congress invests sufficient re- 
sources in the CDC and the NIH and all of our other partners that 
have a response to emergency preparedness, we expect that there 
is still in place a robust response. But I want to be clear that has 
the fact that these policymakers have failed Congress to invest ap- 
propriately and have cut funding, has that had a negative — Dr. 
Lurie, has that had a negative impact on our ability to respond not 
only to Ebola, but all public health crises? 

Dr. Lurie. No. I think that, you know, we have seen an erosion 
in support for public health at several times in our country’s his- 
tory. And each time that happens, we look back through the 
retrospectoscope and wish we had done something different. 

Ms. Lujan Grisham. So I am not sure I understand your answer. 
So you don’t think that having reduced resources targeted at these 
issues has had any negative impact? 

Dr. Lurie. So we actually just had the opportunity to survey 

Ms. Lujan Grisham. Because I will tell you that my public 
health team will say it is. My hospital association says it is. That 
individual hospitals around the country say it is. And the fact that 
you have a decentralized public health system — so even if you had 
the authority to mandate, you don’t have a system that you could 
do a mandate. And I don’t know that I agree, although I really re- 
spect my colleague, Mr. Connolly, that you want a mandate here, 
but we have another issue in this country, which is we do not have 
a centralized public health system. Your ability to manage State by 
State by State by State, and I have a poor State with a centralized 
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system, fairly effective, but I can tell you even there, it was hard 
for us to manage all of our county emergency response partners in 
a crisis. 

Dr. Lurie. No, you are absolutely correct. And certainly we are 
hearing a lot from States that they are very concerned about the 
reductions in support for public health and for public health pre- 
paredness. And many of them are really looking hard at how they 
are going to have to cope with the latest rounds of reductions. 

Ms. Lujan Grisham. And are you prepared now to really think 
about best practices and more centralized approaches, and requir- 
ing maybe a different protocol for our public health emergency re- 
sponse systems in this country? I think if we did that even when 
Congress doesn’t do its job to adequately fund for these public 
health issues so that we only react when there is a crisis instead 
of — and I appreciate someone talking about precautionary prin- 
ciples, that we ought to be proactive in as many cases as we can 
where the evidence is sound about being proactive in that par- 
ticular manner. But, in fact, I do expect that the Federal Govern- 
ment, even with limited resources, does everything it can to iden- 
tify what those best practices are and to regularly identify what 
the risks are if you don’t adequately fund, and what the impact is 
to States who also find themselves without adequate resources to 
prepare and be trained effectively. 

Dr. Lurie. I so much appreciate your passion for public health 
and for the resourcing of public health. It’s so important. The way 
public health is organized in this country by law is that the Fed- 
eral Government by and large can provide guidance and tools and 
best practices, but the implementation of other aspects of public 
health is either at a State or local level. And as I think you know 
well, it’s organized differently in different States. 

Ms. Lujan Grisham. That’s my point. Is it may be time to think 
about whether or not that in and of itself is an effective strategy 
in this country. 

Dr. Lurie. I think it’s a very interesting idea. 

Ms. Lujan Grisham. Thank you. 

I yield back. 

Chairman IssA. The gentlelady’s time has expired. I thank the 
gentlelady. I now ask unanimous consent that page 172 of the CRS 
report entitled Funding of the HHS Assistant Secretary for Pre- 
paredness and Response in millions of dollars be placed in the 
record. Additionally ask — without objection. 

Chairman IssA. Additionally ask that the Wall Street Journal ar- 
ticle in the opinion section, entitled “There is Plenty of Money to 
Fight Ebola,” be placed in the record. 

Without objection. 

Chairman IssA. Last, I would ask that the Fiscal Year 2014 HHS 
appropriations overview by CRS be placed in the record at this 
time. 

Without objection, so ordered. 

Chairman IsSA. We now go to the gentleman from Michigan, Mr. 
Bentivolio. 

Mr. Bentivolio. Thank you very much, Mr. Chairman. 
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And thank all of you for coming today and testifying before this 
committee on a very important subject. A great deal of importance 
to the people in my district. 

And Mr. Roth, a quick question. What is the Federal Govern- 
ment’s present readiness status to handle a pandemic or other 
emergency where there is a surge in medical needs in a specific re- 
gion? 

Mr. Roth. I can only speak to the DHS component, which is 
what we studied. 

Mr. Bentivolio. OK. Are you familiar with — do you have any 
idea how many mobile hospitals are in the inventory to be deployed 
at a reasonable amount of time, meaning 1 day to 3 days, to a re- 
gion that is experiencing a surge in medical needs? And that’s for 
any reason whatsoever, another Katrina, HAZMAT emergency, 
pandemic, earthquake, tornado. 

Mr. Roth. We did not look at that in the audit that I testified 
about. 

Mr. Bentivolio. OK. In 14 months being in office, or since I 
have been in office for the last 14 months, my office has been inves- 
tigating that need. So our first responsibility is to protect this coun- 
try. And I haven’t found any in the inventory. So there is no mobile 
hospitals available, no mobile isolation units deployable that could 
be deployed within hours or days of an emergency. 

And Ms. Burger, I have a question. You are a nurse. How long 
have you been a nurse? 

Ms. Burger. Forty-three years. 

Mr. Bentivolio. Forty-three years. My wife has been a nurse for 
37 years. So thank you very much for your service. Now, I have a 
question. When a person has any type of infectious disease, wheth- 
er it is Ebola or the flu, I know they are transmitted differently, 
but for each step that an infected person makes, does it or does it 
not increase the risk of its spreading exponentially? 

In other words, give you an example. If somebody came down 
with the flu, it’s quite possible that, you know, well, if they stay 
in their home, the only people that are probably going to get sick 
or infected from that flu is those people that are in the home. But 
if any member of that household leaves that house, goes to the 
drug store, goes to the supermarket, whatever the case may be, 
does the potential to infect others increase? 

Ms. Burger. Well, if it’s the flu, if you know you are 

Mr. Bentivolio. Airborne. 

Ms. Burger. And they also have good hand washing, so if you 
are not in direct contact with the airborne virus going into your 
eyes by yourself putting your hands into your eyes or something, 
that is not likely. 

But what we are talking about here today is the Ebola prepared- 
ness in this country. 

Mr. Bentivolio. I understand. 

Ms. Burger. And it’s completely different in this country because 
there are about 5,000 hospitals in this country and 5,000 ways to 
manage this disease. 

Mr. Bentivolio. How many of those hospitals have an isolation 
unit that is capable of containing the Ebola virus? 
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Ms. Burger. Well, according to what the hospitals report on a 
daily basis in the newspapers is that they are all ready and they 
can isolate patients at a moment’s notice. But what we just got re- 
ported to us yesterday was a nurse that thought she — from Kansas 
City who has a, quote, negative pressure room which was nonoper- 
able. 

Mr. Bentivolio. OK. That is one negative pressure room. It is 
very important, especially with Ebola, correct, to have that capa- 
bility? 

Ms. Burger. Correct. 

Mr. Bentivolio. OK. Now, what I am trying to get at is if a pa- 
tient walks in with flu-like symptoms, the first thing they will do 
when they go to a hospital is they will visit an administrative clerk 
that does some triage, asks some insurance questions. Is that not 
correct? 

Ms. Burger. Well, if they have got the flu, most of the time, they 
are at home in bed. 

Mr. Bentivolio. Well, OK. That’s not always the case. They 
could be experiencing fever and they — you know, they do come to 
the emergency room. 

Ms. Burger. If they are seriously ill from 

Mr. Bentivolio. If they are seriously ill with flu-like symptoms. 
So is it possible — what is the protection that an administrative 
clerk that meets you at the hospital, the receptionist that asks, you 
know, what are your symptoms, why are you here, what is your in- 
surance? What is the chances of them being infected by an Ebola 
virus? 

Chairman IssA. The gentleman’s time has expired. She can an- 
swer. But I just — you are not talking — ^you are saying flu-like 
symptoms, but you are assuming that the person has Ebola? 

Mr. Bentivolio. Correct. Correct. 

Chairman IsSA. The gentlelady can certainly answer. 

Ms. Burger. OK. Again, as I say, several, 5,000 hospitals all 
have different protocols on how they handle Ebola. Some security 
officers are now asked to step in. They are given little Ebola kits 
that have a gown, some gloves, and a surgical mask. But I think 
that that’s what we are talking about is that everybody, everybody 
needs to be trained and prepared and educated on how to handle 
a potential Ebola patient so that that clerk is also not exposed to 
unnecessary virus from Ebola. 

Mr. Bentivolio. Thank you very much. 

Chairman IsSA. I thank the gentleman. 

We now go to the other gentleman from Michigan, Mr. Amash. 

Mr. Amash. Thank you, Mr. Chairman, and thank you to this 
panel for being here today. Earlier this month several airlines, in- 
cluding Kenya Airways, British Airways, Air Cote D’Ivoire, and Ni- 
geria’s Arik Air, suspended flights to and from certain affected 
countries in West Africa. Our own State Department issued travel 
warnings to our citizens, urging them to delay nonessential travel 
to Liberia and Sierra Leone. And recent reports suggest that more 
than two dozen countries have restricted entrance to persons who 
have traveled to West Africa. 
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So my question is to Dr. Lurie and to Mr. Torbay. Under what 
circumstances, if any, do you think a travel ban or increased travel 
restrictions would be appropriate to safeguard Americans? 

Dr. Lurie. So I thank you for that question. Over the past week, 
we have increased and tightened up our screening measures for in- 
dividuals traveling from the three affected countries. You know 
they are all now being tunneled through the five major airports. 
They get screened before they leave. They get screened when they 
come. Every passenger coming from an affected country now has 
their information given to the State and local health authorities. 
And they will be actively monitored for 21 days. So we have really 
tightened that up quite a bit, and I believe it should be sufficient. 

Mr. Amash. How about a travel ban? Is there any circumstances 
in which you would support a travel ban? 

Dr. Lurie. We think a travel ban would be incredibly unproduc- 
tive or counterproductive. 

Mr. Amash. In what ways? 

Dr. Lurie. Well, first of all, right now, we have a really good 
mechanism to identify and track every single person coming now 
from affected countries. If you were to put a travel ban in effect, 
for example, you would have people coming into this country who 
we wouldn’t know were here, we wouldn’t even know how to find 
them or monitor them. And that would become a serious problem. 

Mr. Amash. But if someone is flying commercial, for example, 
and they don’t exhibit symptoms, but they have been in a region 
that’s infected, how are you going to know that they are infected? 
Or that they might have been infected? 

Dr. Lurie. I think the whole point of doing the exit screening 
and then the screening when they come to the United States, and 
then following them for 21 days, taking their temperature twice a 
day, is exactly so that we can see them through the end of the incu- 
bation period and, if necessary, be on top of that within hours of 
them exhibiting a fever. 

Mr. Amash. Mr. Torbay, same question. 

Would you support a travel ban under any circumstances? 

Mr. Torbay. No. We don’t. A travel ban, first of all, we have to 
recognize there are no direct flights from those three West African 
countries to the U.S. The majority of people actually transit 
through Europe. So a travel ban will have to include flights coming 
from Europe, which I don’t think would be feasible at this stage. 
But even with that, we can’t, because if we are talking about fight- 
ing Ebola at its source, we need health professionals to be able to 
travel in and out of the country. We need supplies to be able to be 
flown into the country in order for us 

Mr. Amash. Do they predominantly travel through commercial 
airlines? 

Mr. Torbay. Absolutely. 

Mr. Amash. Would it be prohibitive to require them to travel 
through charter jets? 

Mr. Torbay. It would be very expensive. 

Mr. Amash. The question, a followup question, you had said ear- 
lier and the doctor had said that if there is no symptoms, there is 
no risk to other people. What if someone were to get onto an air- 
plane with no symptoms, but you have an 8-hour flight to the 
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United States from a European country, let’s say, and they have 
been in West Africa and then Europe to the United States. Couldn’t 
they exhibit symptoms on the flight? And isn’t that a risk? 

Dr. Lurie. I very much appreciate your question and concern. 
And I think that is exactly why now all of the planes are being 
routed through the five airports, and why by the time a plane 
lands on the ground, both Customs and Border Patrol and the CDC 
quarantine office are notified about whether there are any sick pas- 
sengers on the plane. When they get off the plane, they are asked 
the same questions again, and they are given information about 
the symptoms of Ebola and what to do if they have any. 

Mr. Amash. Thanks. 

I am going to yield my remaining time to the gentleman from 
Florida, Mr. Mica. 

Mr. Mica. Thank you. 

First of all, what you have got in place has failed. The doctor, 
the New York doctor just came through, and he got the tempera- 
ture thing and all of that. But it failed. He self-reported. I think 
basically what you have is a 21-day period from where they have 
been subject to the infection, and people need to be quarantined 
coming out of those countries. You don’t need a travel ban. You 
need to go to the people who pose a risk. 

I understand it is only 80 to 150 coming out of those countries 
right now entering the United States a week. Is that right? Approx- 
imate? That’s what I am told. But you quarantine them. My grand- 
parents, when they came into Ellis Island, were subject to quar- 
antine. We quarantine lots of people. I will take you up to where 
we did it. Or they self-quarantine themselves. They pose a risk. 
Every traveler doesn’t. But people need to be identified. 

We just came through the airport today at Dulles. And, again, we 
didn’t come from one of those countries, but we didn’t have to. You 
just said transited. They can transit. 

Chairman IssA. The gentleman’s yielded time has expired. If you 
could wrap it up. 

Mr. Mica. Well, again, just some common sense that doesn’t pre- 
vail around here or anywheres. You have 21 days. Look at this guy 
again. Learn by his example. He flew out, the 12th was his last day 
there. You count 21 days forward. So he should have been subject 
to quarantine, not exposing himself on the subway or other places. 
Then your guidance finally on 

Chairman IssA. I will do a second round. I will come back. 

Mr. Mica. Let me just finish because others went over. 

Chairman IsSA. I ask unanimous consent the gentleman have an 
additional minute. 

Mr. Mica. OK. Just an additional minute. Here is a picture. I 
don’t know if it’s true. It’s New York. Your workers and how you 
spread this stuff. The nurses, it was either taking this their things 
off or exposure to the skin. We don’t know. 

Do you know, Ms. Burger? No. 

We don’t know. OK. Here is a picture I saw. My wife told me 
about this. She saw it on TV. These are New York police first re- 
sponders. Do you have a memo to first responders on how to deal 
with this stuff? 
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Dr. Lurie. We do. We put out guidance for first responders. We 
had a 

Mr. Mica. This is a press account. Just a video. I don’t know if 
it is true. But it shows them putting their gloves and other stuff 
and tape from the area of New York into a public trash can. So, 
again, what you have got to do, you have got to make sure first re- 
sponders, nurses, all the protective things in place where we have 
exposure. And we have exposure. 

And the testing at the airport is not working. We need a quar- 
antine in place period for those coming out there or you are not 
going to stop this. The doctor was a very responsible, educated in- 
dividual. Thank you. 

Chairman ISSA. I thank the gentleman. 

I ask unanimous consent the ranking member have 1 minute. 
Without objection. 

Mr. Cummings. Thank you. Mr. Torbay, the quarantine. Can you 
talk about that? I know you are interested in what is happening 
in Africa, but I know you are also interested in what is happening 
here. Can you just comment on that? 

Mr. Torbay. You know, as I mentioned, one of the main pillars 
for actually fighting Ebola in West Africa is the ability to take staff 
and bring them back home. We cannot recruit staff from the U.S. 
or anywhere else in the world if there is a chance that they might 
not be able to come back home to their families and to their duties, 
to their other duties. 

And putting people in quarantine actually goes against our abil- 
ity to recruit and to retain. And therefore, it will go against our 
ability to fight the virus in West Africa. 

Mr. Cummings. Thank you, Mr. Chairman. 

Chairman IsSA. I thank the gentleman. 

We now go to the gentleman from Florida for 5 minutes. 

Mr. DeSantis. Thank you, Mr. Chairman. 

Dr. Lurie, as I understand it. Congress in 2006 passed the Pan- 
demic All Hazards Preparedness Act. We reviewed that and reau- 
thorized it in this Congress. And one of the key points in that was 
establishing an Assistant Secretary for Preparedness and Re- 
sponse, which is of course you. And this was supposed to be the 
focal point for these responses. You were quoted previously as say- 
ing that you have responsibility for getting the Nation prepared for 
public health emergencies, whether naturally occurring disasters or 
manmade, as well as for helping it respond and recover. It is a 
pretty significant undertaking, end quote. 

And it just occurs to me I am glad to see you here, but I have 
not seen you out front. I know communications is supposed to be 
part of what you do. So have you been appearing at public meet- 
ings over the last several weeks in conjunction with Ebola? Have 
you been participating in any briefings for the public? 

Dr. Lurie. So let me start by saying and repeating something I 
said in my testimony, that back in the spring, when we first 
learned about Ebola in West Africa, our whole office activated to 
start taking action on behalf of the country and on behalf of West 
Africa 

Mr. DeSantis. I appreciate that. But can you speak since this 
has become heightened with the American people in the last 3 or 
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4 weeks, it seems like your profile has been a lot lower than some 
of the other folks even though your office is a key one. So how 
would you respond to that? 

Dr. Lurie. So I think one of the things we know about dealing 
with public health emergencies is the public does better if there are 
one or two consistent spokespeople. Dr. Frieden has played the 
major role in that because the CDC has the lead for the public 
health aspects of the response. What I can tell you is 

Mr. DeSantis. What would you say about this? I appreciate that. 
Let me ask you this. The President had what were billed in the 
press as emergency Ebola meetings at the White House. One last 
Friday and then a week ago tomorrow on Saturday, after I guess 
he played a round of golf. Did you attend either of those meetings? 

Dr. Lurie. Our Secretary attended those meetings. And I have 
met with her every single day since we got involved in this re- 
sponse. 

Mr. DeSantis. Did you attend? 

Dr. Lurie. No, I did not. 

Mr. DeSantis. OK. And so has the White House or the Secretary 
of HHS instructed your office to stand down as being the point of- 
fice in favor of this new Ebola czar? 

Dr. Lurie. Not at all. 

Mr. DeSantis. OK. So here is an issue. Thomas Eric Duncan, he 
brought Ebola to the U.S. Your office is clearly what was envi- 
sioned in this legislation. And yet he was able to bring the disease 
here. So what would you — were you guys prepared in your office for 
Thomas Eric Duncan, or did you drop the ball, and could you have 
done some things better? 

Dr. Lurie. So what happened with Mr. Duncan required a whole 
system to work, right? It required the Federal components to be in 
place. It required State and local health departments to be in place. 
It required hospitals to be in place. And it required individual 
health providers, doctors or nurses, all to be able to do their job. 

Certainly there were some breakdowns in links in the chain. Do 
I think that we have done a good job preparing hospitals and the 
health care system in our country for disasters? Yes, I do. Do I 
think we are being very aggressive now about preparing health 
professionals and health care providers and institutions to be able 
to recognize, treat, and isolate cases of Ebola? I think we are being 
very, very aggressive about that. 

Mr. DeSantis. So how would you — explain to me then, so the 
Pandemic Act seemed to have your office being kind of a point per- 
son in HHS. Now we have this Ebola czar. So how does the chain 
of command work in terms of how we are confronting Ebola at this 
stage? Is the HHS assets, is everyone reporting to Ron Klain now 
and then Klain is directly reporting to the President? What is your 
understanding of this? 

Dr. Lurie. So Mr. Klain’s role and responsibility is to coordinate 
all the different aspects so that we are increasingly working in a 
whole of government response. It’s to make sure that all the parties 
are working together on a day-to-day basis to make decisions. 

Mr. DeSantis. Isn’t that in your job description anyways? I mean 
aren’t you kind of a czar to deal with these pandemics? 
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Dr. Lurie. So I have responsibility for dealing with medical and 
public health emergencies, particularly domestically. And the other 
thing that I think is really important to recognize is that the bulk 
of this response is a global health response. It’s not a domestic re- 
sponse. My office has been active, along with the CDC, the NIH, 
the FDA, in meeting with the Secretary since the beginning of this, 
as I said, almost every day. 

Mr. DeSantis. Well, I appreciate that. I know that the chairman 
invited Mr. Klain here. I wish he would have come so we can ask — 
some people, as Mr. Gowdy pointed out, may have some reason to 
question whether this is the right individual to actually execute the 
medical component of this, or whether this is more for political rea- 
sons. I would have liked to have been able to ask him some ques- 
tions to try to probe that further. 

Chairman ISSA. Would the gentleman yield? 

Mr. DeSantis. Yes. 

Chairman IssA. For the record, we did invite him. We had hoped 
he would be here. 

We also invited the World Health Organization representative. 
And as you know, we fund about half of their entire budget. 

And their answer to us was that basically they don’t do congres- 
sional hearings. So I am sending a letter to the appropriators, let- 
ting them know they don’t do congressional hearings about how 
they are spending our money and how they are going to fight some- 
thing like this. 

But it is an area of concern. As you say, you have got an attorney 
who has been hired to do this as a czar, you have the World Health 
Organization, and neither wanted to appear. 

I yield back. 

We now go to the gentleman from Georgia for 5 minutes, Mr. 
Collins. 

Mr. Collins. Thank you, Mr. Chairman. 

I appreciate you each being here and the sense. And there is a 
lot that has concerned me from this hearing. Actually, I came into 
this hearing hoping — in some ways, we got some assurance, but in 
also other ways very concerned about some of the answers that 
were given. And I may get to that in a moment. 

But I want to focus on — being from Georgia, I want to focus on 
a positive note. And I want to focus on something that was really — 
because back when Dr. Brantly and Ms. Writebol, which seems like 
an eternity ago now, were brought to the United States, they came 
to the — really, the constituents, my constituents started feeling 
fear. A lot of people were concerned this is something that we don’t 
understand and how you get it. And then in the weeks and days 
after that, the conflicting and inaccurate public Statements that 
followed the arrival from CDC, others, and as it just went ahead 
have caused even more panic. In fact, today in one of my local 
press outlets there is a — basically just an opinion poll that people 
can click in — and said 75 percent believe that the CDC’s informa- 
tion from the beginning of this was just inaccurate and not helpful. 
You have a level of trust that is gone with many people. But what 
happened here was really time to switch gears and say that, frank- 
ly, from my perspective Georgia got it right. Emory got it right. Ne- 
braska has got it right. There are some places that have got it 
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right. And what I want to know is as we continue this process, as 
we look at the precautions, as we look at the things that are going 
on, is focus on the protocols for Ms. Burger and the nurses and the 
folks who come into the very front stages of this, they do it in a 
way that they follow protocol, they have the protocols in place and 
have the equipment in place. And I think this is what I want to 
commend Emory University in Atlanta for being able to be the first 
hospital to successfully treat an Ebola patient. And actually the 
fourth. Amber Vinson, is our understanding is still recovering at 
Emory and has been declared Ebola free. That is a good thing. 

Emory did this because they were set up with the CDC on those 
levels that we heard about your. Dr. Lurie, on the table tops. They 
worked with CDC. They are one of those outlets in case something 
happened, which the CDC is in Georgia as well, most of which I 
am so proud of, except some of the public Statements by the direc- 
tor, who has really lost confidence of many on this Hill and many 
in the country by the Statements that were made and the actions 
that he took. For him to be the face is really a concern of this. 

So the question I have is in looking at this, Emory has put out 
a lot of great stuff. And, with unanimous consent, Mr. Chairman, 
I would like to add the editorial from John Fox, who is the presi- 
dent and chief executive officer of Emory Health Care, Beating 
Ebola Through a National Plan. 

Chairman IssA. Without objection, the entire article will be 
placed in the record. 

Mr. Collins. And I do appreciate that, because I think this is 
a national response. You said something just a moment ago. Dr. 
Lurie, that I am not going to focus on, but you said this was not 
a domestic, this was a global issue. Well, aren’t we part of global? 
So what part would you be missing in understanding of how that 
would affect us? In fact, when your main concern was if it was 
something overseas, when we have places like Emory and Ne- 
braska doing it right, we have those doing the protocols that were 
not forced upon them, they had it ready to go, was it not — shouldn’t 
it not have been a part of your job? 

Dr. Lurie. Maybe you misunderstood what I was trying to con- 
vey. What I was trying convey is 

Mr. Collins. Very quickly enlighten me. 

Dr. Lurie. OK. So 1 have domestic responsibilities for prepared- 
ness. In fact, one of the things that I was reflecting on when I was 
listening to your comments is that, prior to taking this job, I had 
an opportunity to go around to every county in Georgia with your 
Georgia public health officials and do those table top exercises for 
biopreparedness. I spoke to the leadership at Emory yesterday. 
And we are very grateful for their incredible response and their 
leadership, not only in taking care of patients at Emory but now 
helping us and helping the rest of the country as we build out and 
develop a regional strategy for taking care of 

Mr. Collins. I appreciate that. Because I do want to be — at least 
let’s accentuate the positive, health care workers that are getting 
it right. But I share Ms. Burger’s concern, and there was some 
other discussions lately, is let’s say they did switch planes. There 
is not a tracking. They don’t fly into one of the five airports. They 
come in in different ways and then present at an emergency room. 
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which by the way in my area, a lot of times poor areas, they do 
go to the emergency room with flu-like symptoms all the time. All 
the time. It is part of the problem we have got. And it is going to 
get worse. So the people who do ask those questions, having them 
trained and having them adequately prepared. And I think this is 
the part that concerns me. 

You made this Statement, and I just want to end here because 
there is the concern out there is for the people to understand what 
is done right. Emory University, Nebraska, and those kind of 
things that have done what it took to follow protocols and be pre- 
pared. That is the No. 1. 

From the CDC level and the spokesman level, there has been a 
disastrous failure at that. There has been now with Mr. Klain a 
disastrous failure in at least perception that we are taking this 
health care seriously, not just an administrative assistant. We 
needed someone else that has the credentials that you have or oth- 
ers. 

But here is my problem. After we discussed everything on when 
they actually got here, the doctor in New York, which I was in New 
York, just came back last night and came this morning, up there 
seeing what is going on. Here is your response. And it is the re- 
sponse that the American people cannot hear anymore. And that 
is after it happened, out of an abundance of caution, we cleaned the 
bowling alley. Out of an abundance of caution, we went back. The 
American people need to see the abundance of caution beforehand. 
That is your job. That is the job of the CDC and the job of pre- 
paredness. And they wanted to see the abundance of caution before 
our health care workers were put at risk, before our system was 
bun, and that is where the abundance of caution needed to come. 
And from that, from a very positive Statements from Emory Uni- 
versity and Nebraska and others who did it right, and I want to 
congratulate them, I want to also highlight that an abundance of 
caution should have started a while back, not after the fact. 

And with that, Mr. Chairman, I yield back. 

Chairman ISSA. I thank the gentleman. 

We now go to the gentleman from Florida, Mr. Mica. 

Mr. Mica. Well, a perfect lead in. Now, you sat here and told us 
you are responsible for both domestic preparedness and a global re- 
sponse. 

Dr. Lurie. No. 

Mr. Mica. What are you doing? 

Dr. Lurie. No, my responsibility is a domestic responsibility pri- 
marily. 

Mr. Mica. OK. So you have nothing to do with the global re- 
sponse? More from this article about WHO, who wouldn’t come 
here today. First of all, this is the worst Ebola outbreak in history. 
Is that right? Is that not right? 

Mr. Torbay. Yes. 

Mr. Mica. OK. And it says the World Health Organization said 
today it would probe complaints that it had been too slow to wake 
up the scale of Ebola. Then it says critics have questioned why 
WHO only declared an international health emergency in August, 
8 months after the epidemic began. Did the administration or any- 
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one in a position of authority from the United States, where we 
spend millions of dollars into WHO, ask them to proceed? 

Dr. Lurie. So let me 

Mr. Mica. Did they? 

Dr. Lurie. Let me put a finer point on this. 

Mr. Mica. Do you know if they did? You can say you don’t know. 

Dr. Lurie. So I don’t know if they did what? 

Mr. Mica. If we did anything. Is there a letter? Anything? Did 
we go after WHO? This is a global 

Dr. Lurie. We have been 

Mr. Mica [continuing]. Disaster. We spend lots of money on the 
World Health Organization. And this isn’t my stuff. I am just read- 
ing you what I am telling you that people are coming after. 

OK. This isn’t a panic. It is to be prepared. Now, are you in 
charge of being prepared? 

Dr. Lurie. I am in charge of being prepared. 

Mr. Mica. OK. Then I think you need to turn your resignation 
in. Have you read this report? Have you read this report about pre- 
paredness that the IG? Do you have some authority over prepared- 
ness at DHS? 

Dr. Lurie. I have no authority over preparedness at DHS. 

Dr. Lurie. Then you don’t have the authority to do the job. Who 
has the authority to do the job? He has just prepared for this com- 
mittee; it is dated the 24th. He says the stuff they bought, nobody 
knows even the inventory where it’s gone. You have got equipment 
to protect people that is out of date; it won’t protect them. They 
even put up hand sanitizer, they looked at 84 percent of them are 
expired. Is that your job or somebody else? 

Dr. Lurie. DHS 

Mr. Mica. And if it isn’t your job, isn’t it the new czar’s job? 
Whose job is it to protect the American people? 

Dr. Lurie. First, let me clarify that DHS has responsibility to 
buy personal protective equipment for its 

Mr. Mica. Have you been over there to see what they have? Have 
you been over there to see what they are doing and have? Have you 
seen this report? Folks, staff, make sure she gets a copy of this re- 
port. This is a scathing report. Page after page, the inventory out- 
dated, stuff that we bought, we spent millions of dollars, and we 
aren’t prepared. 

Let me ask you another question. Having been here a while, I 
was through the bird flu. This is transmitted even by an indi- 
vidual. And if it takes inconvenience — first of all, you should quar- 
antine the health care workers. 

You are wrong, Mr. Torbay. They are the most exposed to this. 
So anyone who has been exposed, for 21 days coming into the 
United States, must be quarantined. I don’t care if it’s inconven- 
ient. They should recognize their own risks, too. And we should 
watch those people. You had one guy come in yesterday. He got to 
his what, 18th day or something, came down with it. OK. So I 
think — and it may not be that many health care workers. But they 
are the most exposed, unless you are burying the people like you 
just saw with the photo from him. If you are burying people or you 
are in the medical, you quarantine those people for their own risk, 
even if we pay for it, to keep this thing from spreading. 
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Right now we are lucky. OK. We don’t know what infected the 
nurses. We don’t know, again, if there will he other cases. But you 
have to take steps in an emergency situation like this. 

She claims she doesn’t have the authority to see what DHS has 
to keep us prepared. Somebody needs to see that we are prepared. 
Again, this isn’t panic. 

Last question. OK. Bird flu. I was involved in bird flu. These peo- 
ple are coming by planes. When some plane comes from Africa or 
transit through and it has passengers from there, what are we 
doing with it? The plane. 

Dr. Lurie. With the plane itself? 

Mr. Mica. Yes, the plane. They have been on the plane. They 
might have barfed in the plane. There might be excrement. There 
may be vomit. There may be a body fluid. They sat in a seat. We 
don’t know. We don’t know if those nurses got it from taking off 
equipment incorrectly or if it touched their skin. 

Dr. Lurie. There are protocols for cleaning the plane. 

Mr. Mica. You just testified earlier that perspiration would do it. 

Dr. Lurie. There are protocols for cleaning the plane. 

Mr. Mica. I want to know the protocols they have in place. I 
have seen the equipment that we have, and Centers for Disease 
Control actually got some then. And we could bring up — it is a 
heating device that heats the plane to 140 degrees to kill the 
germs. That is what we used in the bird flu. Are we doing anything 
like that to make sure those planes aren’t little Ebola transporters? 

Dr. Lurie. Mr. Mica, you sound upset. And I am sorry for that. 

Mr. Mica. I am not upset. I am a happy boy. 

Dr. Lurie. We will make sure that you get the protocols for 
cleaning the plane. 

Mr. Mica. But I am not happy with, again, you told me you are 
responsible for preparedness. Now, if that is not your responsi- 
bility, is it the new guy’s — does he have the ability to go in and 
make certain that we are prepared? It hasn’t hit here yet. But 
what you want to do is be prepared. The Boy Scouts marching 
song. Be prepared. We spent millions of dollars, and this inspector 
general of the United States of America has gone in at our request 
and looked at what one agency is doing to be prepared, and it is 
a scathing report we are not prepared. 

So you go back to the other guy who didn’t show up today, the 
new czar. We want to work with you. We don’t want the American 
people at risk. We have already been through this, as I said, with 
bird flu. Are those planes being properly sterilized? Because this 
can spread. OK? It hasn’t spread. We aren’t at risk right now. And 
then the protocols. You give to the committee and put in the 
record 

Chairman IssA. The gentleman’s time has expired. 

Mr. Mica. I want to see the first responders’ direction. Then I 
will put these pictures of the videos from New York disposing of 
the gloves and the masks. 

Chairman IssA. Without objection, they will be placed in the 
record. 

Mr. Mica. Thank you. 

Dr. Lurie. We would be happy to get you those protocols and the 
protocol for cleaning the plane. And I very much look forward to 
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working with you and other Members of Congress as we move for- 
ward with this. 

Mr. Mica. Thank you. 

Chairman ISSA. Thank you. 

Mr. Mica. I have a plane to catch. 

Chairman IsSA. I thank you. And have a safe flight. It will be 
about your 12th in 4 days. 

I am not going to ask a second round of questioning. But I do 
want to ask just one question, and then we will go to Mr. 
Cummings for his close. 

There was a Statement made just it seems like an eternity ago, 
but about maybe 15 minutes ago, about following people for 21 
days after they land. 

Dr. Lurie, currently there is no visa restriction or law that gives 
you specific authority. Do you believe you have the authority under 
existing public health laws to force followup daily temperature 
checks and the like? Let’s just assume for a moment we take the 
gentleman from Florida’s analysis that a plane comes in, a person 
tests — let’s just say elevated temperature for a moment — they test 
positive later or not, for the other people on the plane, do you have 
the authority then to compel them to go to be tested, or is it just 
hope for the best that they will recognize a high temperature and 
report it? 

Dr. Lurie. No, I believe that we have the authorities that we 
need. But you know, we are constantly looking at and updating our 
policies based on the situation at the time. And so we will continue 
to look and be sure we have the authorities that we need. 

Chairman IsSA. OK. In addition to asking for those protocols, 
which you have already said you are willing to give us, I am going 
to direct the committee to, in fact, ask questions of you and other 
areas and, of course, our new czar as to specific authorities you 
may have that would support requiring people. There has been a 
lot of discussion about restrictions on people’s travel. 

And I agree, quite frankly, with many of the people here that it 
sounds like a great idea; it’s a great sound bite, but then when you 
actually try to figure out how you would stop somebody from leav- 
ing Sierra Leone, going to Paris, spending a day there and then 
booking a flight here, the practical reality could well be that it 
would be circumvented. 

However, the question of a planeload of people coming in — and 
I came in today into Washington, DC, I came in with a Marine 
major. I came in with a Marine major who has a cold and who has 
many of the symptoms. And he did not go through a check. They 
are not doing temperatures. If he later reports, the whole question 
from a public health standpoint of, are we prepared to locate and 
to mandate surveillance on people so that after the fact, we can ac- 
curately do a containment is one that I am directing the committee 
to ask a series of questions. 

And Doctor, your organization obviously would be a part of it. 

Dr. Lurie. We would be happy to. Would you give me a moment, 
since you talked about the guy with a cold, to do a quick edu- 
cational sound bite? 

Chairman IssA. This will be your closing Statement, Doctor. 



150 


Dr. Lurie. Sure. Anybody who has a fever or flu-like symptoms 
during this season ought to be asked to provide a travel history, 
to look at whether they have been out of the United States in the 
past 21 days, and whether they have been in one of the affected 
countries. 

Chairman ISSA. I couldn’t agree with you more. And if I get a 
fever, having been in Iraq, Kuwait, Saudi Arabia, UAE, and, well, 
additional places, meeting with people, many of whom have trav- 
eled to Africa recently, I will be the first to rush to the hospital to 
report. 

With that, we go to the gentleman from Maryland, Mr. 
Cummings. 

Dr. Lurie. We will take care of you. 

Mr. Cummings. Thank you very much, Mr. Chairman. 

First of all, I want to thank all of our witnesses for being here 
today. And I must tell you that I can understand the emotion of 
the American people. When there is an issue of life and death, and 
when you have people who put their lives on the line to take care 
of the sick, not knowing whether they will become sick themselves, 
that’s serious business. When you have our military going across 
the sea to try to make a difference, as I always say, change the tra- 
jectory of somebody’s destiny, and the idea that they may come 
back with a disease that could possibly kill them, that’s serious 
business. 

So, you know, as I listen to you, Mr. Lumpkin, you. Major Gen- 
eral, I have absolutely no doubt that you will do everything in your 
power to protect our military. I have no doubt about that. And I 
think that if you find that as you go through the procedures that 
you have in place, if you feel those procedures need to be changed 
or even tweaked so as you might be more effective and efficient in 
that goal, you will do that. Is that correct? 

Mr. Lumpkin. That is correct. 

Mr. Cummings. And you. Dr. Lurie, I want to thank you for what 
you are doing. 

And one of the things I guess that really concerned me, you 
know, when I looked at all. Dr. Lurie, and I saw all those health 
workers, nurses I guess it was, and then I see Ms. Burger sitting 
next to you, and then I hear about people not being not trained in 
the hospitals, I think it would be almost legislative malpractice for 
me not to ask the question — and it may have been asked before 
when I was out of the room — how do we make sure that those folks 
receive the training? They are not just running around saying — 
just complaining to be complaining. They want to be the best. They 
don’t mind — they don’t mind putting their lives in danger. But they 
want to know that everything possible to make sure that they are 
safe, they want to make sure those things are in place. And I am 
so glad that Ms. Pham, Nurse Pham, has been found to be Ebola 
free now. But how do we make sure that they know that? 

And Ms. Burger talked about an Executive order, and then the 
chairman was asking you about. Dr. Lurie, whether you had all the 
things you need to be able do what you need to do. I just got to 
ask you when you listen to Ms. Burger — and Ms. Burger, I watched 
you on television. I know your passion. No, I am serious. I feel it. 
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It’s contagious. And it is strong. And I know you care about the 
people that you represent. No doubt about it. 

So how do we do that, Dr. Lurie? Help me. 

Dr. Lurie. Sure. First, let me say, Ms. Burger and I, and prob- 
ably every nurse in America share the same goal, to keep them 
safe, to be sure that they are trained, to be sure that if they are 
front line providers that they have the education, the knowledge, 
the adequate PPE, the training, and the exercises to stay safe. So 
I can tell you a little bit about what we have been doing. We have 
been reaching through the top — we have got a very comprehensive 
now national education program going on. We have reached 
through the top for all the hospital associations, through all the 
hospitals, through the nursing associations. I was on the phone 
with 10,000 nurses the other night. And there were more that 
wanted to get on the phone. And we have said to them all. Please, 
if you are a hospital, conduct a medical and a nursing grand 
rounds. Do first patient training — do first patient drills and exer- 
cises. Make sure that your nurses are trained and your front line 
nurses have to practice putting on PPE to proficiency. OK. Have 
policies, plans, and protocols in place, and drill and exercise them. 

We have said to the nurses and other front line health profes- 
sionals, Here is the guidance. Please be sure that the checklists 
and other things are posted in your places of front line care. Please 
ask your hospitals and your administrators to be sure there are 
plans, practices, and policies in place, and that you have the PPE 
required to do your job. 

We have said to State and local health departments. We would 
like you to call every hospital in your jurisdiction, find out if they 
put those plans in place, find out if those exercises are in place, 
find out if that PPE is in place, and report back to us. 

And we will continue to be reaching out with material, with 
training, with education opportunities until we have got this done. 

Mr. Cummings. Ms. Burger, this is your moment. This is your 
moment. Dr. Lurie just talked about — I hope you don’t mind, Mr. 
Chairman, this is important. 

Chairman IssA. Not at all. 

Mr. Cummings. Dr. Lurie just talked about what they are going 
to do and what they are doing. Those ladies that were behind you 
today, they want to know — some of them left now — ^but they want 
to know that they are going to be protected. Now, you heard what 
she just said. Can you just react? Maybe you might want to give 
her some advice as to what you all — and I am not trying to be 
smart, I am serious. This is a critical moment. Go ahead. 

Ms. Burger. The nurses that were here have legislative visits. 
They are getting fully engaged in this hearing, and they appreciate 
the opportunity to be here. But — and what I would like to say is 
that until the CDC guidelines and training and education and per- 
sonal protective gear at an optimal level are mandatory, no matter 
how good the guidelines are, no matter how good the intentions 
are, we need to ask Congress to step up and do what is right for 
the United States of America and its citizens by making sure the 
frontline caregivers have mandatory optimal standards for protec- 
tive gear and training and education. 
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Mr. Cummings. So there is a gap, Dr. Lurie. Am I right? Based 
upon what she just said — in other words, you may be saying all 
these things, but then it’s a whole other thing for the hospitals to 
provide the things that you tell them they need to go and get. Am 
I right? 

Dr. Lurie. I think Ms. Burger and I share the same goal, and 
I share the same goal, as I said, with most nurses and nursing or- 
ganizations around the country, and look forward to working with 
them and moving forward so that we can be sure that nurses 
across this country, who put themselves on the line of fire every 
single day with other front line health care providers, are safe. 

Mr. Cummings. As I close, I just want to thank you, Mr. Torbay, 
for your testimony. 

And I want to say to all of us, it goes back to we have to address 
the issue here in America. No doubt about it. But we also have to 
go back to the source. We have got to do that. 

And I think, Mr. Torbay, your testimony about some basic things 
that are needed, such as food, vehicles, fuel, staff, supplies, re- 
sources, things that can be — that will allow us to try to stop this 
in Africa so that it does not continue to come to our shores is so 
very, very important. And I just hope that the Congress is listening 
to you. And I realize that there are — we need more international 
partners — I think that’s what you just told us — people coming in 
and helping this. Because this does not just affect Africa or the 
United States, it affects the world. And so I don’t know how we 
convince folks to — that is other countries to do more to get up to 
that $988 million figure, but we have got to figure out a way to do 
that. Would you agree? Then I will close. I will close. 

Mr. Torbay. Absolutely. I fully agree with you. 

I think the whole world needs to realize that we are all in this 
fig:ht together and the resources need to be available until we get 
this virus under control. 

And, at the same time, I would like to thank the committee for 
its leadership on this issue as well as the U.S. Government and its 
agencies for taking the lead and responding to the Ebola crisis. 
They have been doing a tremendous job, and we are very proud to 
be part of it. 

Mr. Cummings. Thank you, Mr. Chairman. 

Chairman ISSA. Thank you. I want to thank all of our witnesses 
here today. 

In closing, I am going to make a comparison. And I think it is 
an important comparison for the American people to put it in per- 
spective. 

As was alluded to earlier, I just came back from what has be- 
come a theater of operation in Iraq where ISIS now, like an ugly, 
resilient virus or infection, has shown up again and Islamic ter- 
rorism is murdering people far away. 

While I was there, there was a murder in Canada. And around 
the globe, small, but significant, events occur in which we realize 
that terrorism does not stay in the country that we think it begins 
in or is predominantly in. 

In the war on terror, we rely on the Department of Defense and 
our U.S. military as our primary way to eliminate that — those ac- 
tors in faraway places, like Iraq, Afghanistan, and Syria. 
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We also rely on the Department of Homeland Security to deal 
with a comparatively small risk, small event, here in the United 
States, whether it is 9/11, which was horrific, or — and led to its 
founding, or the occasional lone actor or small group that try to 
conduct terrorism here in the United States. 

It is that teaming of the large effort at the source and, in fact, 
an equally important effort at home for the relatively isolated cases 
that come through that seem to he so close to the problem we are 
facing with Ebola. 

Ebola is, in fact, a disease that has periodically reared its ugly 
head for more than three decades. It will, in fact, until there is a 
cure, rear its head again. Like many diseases in which a virus, 
eventually we find a cure. That cure is only good if everyone takes 
it. 

The idea that we are going to find a shot in a country — in a con- 
tinent of a billion people living mostly in poverty means that, even 
when we find it, it may, in fact, be there for generations, and like 
smallpox, tuberculosis, and others, they never seem to be com- 
pletely gone. 

Our effort and the effort that all of you articulated very well 
today has to be, first of all, in Africa, at the source. There World 
Health Organizations, USAID and, once again, the United States 
military have and are taking up the fight against this dreaded dis- 
ease. 

Mr. Roth, your testimony and the testimony that I believe we 
will have following this that the Department of Homeland Security 
has an obligation, a unique obligation, one in which they were 
formed to deal with things which threaten the home front, Ebola 
and particularly the movement of people who may be infected fall 
squarely within their jurisdiction, and they seem to have not been 
prepared. 

So, as we conclude here today, it is my view that we will be doing 
both public and nonpublic investigation in the weeks and months 
to follow, looking for transparency — and. Dr. Lurie, you said this 
very well — transparency to the American people. What we tell 
nurses and doctors and healthcare professionals we need to tell the 
public. 

Because unlike some things where the first responder is, in fact, 
the greatest threat, the first responder with Ebola is not the first 
to come in contact with the infected individual. 

Almost in every case there will be a cab driver, a bus driver, fam- 
ily, friends, and others who will already have had an unprotected 
contact by the time a first responder is aware that there may be 
a problem. By the time that person suits up, he or she already will, 
in fact, be exposed. 

So as we begin looking at the protocols, I think we have to un- 
derstand one thing: There is no perfect solution. There is no way 
that every American is going to place themselves in a HazMat suit 
from morning until night. 

To deal with this disease, we will have to go to its source. We 
will have to work together with our partners around the world to 
eradicate it in Africa, because, ultimately, like terrorism has been 
to the American people for more than a decade, this disease will 
not, in fact, be eradicated if we wait until it comes to our shore. 
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So I thank you. I believe this was a worthwhile hearing. 

I thank Mr. Cummings and the tremendous turnout of members 
who came back on the eve of their elections for this important 
hearing. 

And, with that, we stand adjourned. 

[Whereupon, at 1:34 p.m., the committee was adjourned.] 
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Texas Health 

Vi/ Resources 

News Releases 


Ebola Update - Statement from Texas Health Dallas 

10/16/2014 


Statement from Texas Health Presbyterian Hospital Dallas 

Texas Health Presbyterian Hospital Dallas is committed to working together with its 
employees to provide a safe, healttiy and satisfying wortq>lace. 


Ebola Virus 

News and Updates 


In the pursuit of open feedback, Texas Health Dallas has a strict nonretaliation 
policy. Employees are encouraged to raise issues and concerns via the chain of 
command. This process is a core tenet of our culture and values. It is documented 
in our Code of Business Ethics. 


GetOie latestnews, answers 
and resource links. 

Learn More 


In addition, Texas Health Dallas employees have two mechanisms available to 

anonymously raise issues about safety concerns or related matters. It is important to note ttiat no Texas Heaito Dallas 
employee did so concerning their care of Mr. Duncan or our two co-workers. 

Third parties who don’t know our hospital, our employees and who were not present when the events occurred are 
seeking to exploit a national crisis by inserting themselves into an already challenging situation. Based on our sttong 
track record of having excellent relationships with our employees, we do not believe it is necessary or helpful for outside 
parties to intervene in this relationship. Everyone should be focused on supporting each other in our pursuit of learning 
and continuous improvement that can be applied to hospitals throughout the nation. We are dedicated to providing a wide 
range ofopportunities for employees to give input and influence decision making. From Magnet® designation to multiple 
Employer of Choice awards, tiiis has long been a recognized strength of our organization. 

Many of the comments we have seen or heard in the media are only loosely based on fact, but are often out-of-context 
and sensationalized. Others are completely inaccurate. We would like to address some of toose that have surfaced over 
the last 24 hours: 

• We have conducted interviews with well over 1 00 caregivers involved in Mr. Duncan's care, some multiple times. 
The consisfent and universal theme we have heard is that ail caregivers reported being consistently compliant 
with utilizing foe appropriate PPE in accordance with guidelines from the CDC. The CDC guidelines changed 
frequently, and foose changes were fhjstrating to foem and to management Nonetheless, they endeavored to 
remain compliant with what was communicated as the most recent and appropriate guideline. 

• When Mr. Duncan returned to the Emergency Department (ED), he arrived via EMS. He was moved directly to a 
private room with a negative air pressure and placed in isolation. There were no other patients in that room. Again, 
THD staff wore foe appropriate PPE as recommended by CDC at the time. 

• The Infection Prevention coordinator was property notified in a timely manner of the initial diagnosis and followed 
Dallas County Healfo and Human Services process of notification, which includes notification of the CDC. 

• Mr. Duncan’s initial ED specimens were handled in accordance with normal protocol, bagged and sent in a 
sealed container through foe tobe delivery system. There was no spillage of Mr. Duncan's specimens. 

• Mr. Duncan's later specimens in foe ED were triple-bagged, placed in a transport container and hand-carried to 
the lab utilizing the buddy system. 

• Mr. Duncan’s specimens in the Medical ICU were hand-carried and sealed per protocol. Routine labs were done 
in his room via wireless equipment. 

• Nurses who interacted with Mr. Duncan wore PPE consistentwifo CDC guidelines. Staff had shoe covers, face 
shields were required, and N-95 mask was optional - again, insistent wifo CDC guidelines at foe time. When 
CDC issued updates, as they did with leg covers, we followed their guidelines. 

• When CDC recommended that nurses wear isolation suits, the nurses raised questions and concerns about the 
fact that the skin on their neck was exposed. Two onsite CDC members approved and recommended foat they 
pinch and tape the necks of the gown. Because our nurses continued to be concerned, particularty about 
removing foe tape, we ordered medical shrouds. 

• The CDC classified risk/exposure levels. Nurses who were classified as “no known exposure" or “no risk" were 


hKp://texashealth.org/biaTk,clin?print=yes&action=detail&ref= 19018J(1= 1629 


1/2 



156 


1(^24/2014 Etx^ Update- Statemailfrom Texas Heaifri Ddlas 

allowed to freat ottier patients per CDC guidance. 

• • Patiente who may have been exposed were aiwa^ housed or isolated per CDC guidance. 

• Waste was contained in accordance with CDC standards, and waste was located in safe and containable 
locations. It is a gross exaggeration to say that trash was stacked up to the ceiling. 

• When we received Tyvek suits, some were too ia^e. We have since received smaller sizes, but it is possible that 
nurses used tape to cinch the suits for a beterfit 

It is incorrect and disturfcing to many of our staff to hear media exaggerations about tieir commitment to toe organization 
they love. They are understandably worried and concerned in the eye of this storm, but toey are steadfastly supporting 
their patiente, each other, and toe hospital toey love. 

Texas Health Dallas was toe first hospital in the United States to receive a patient wito undiagnosed Ebola. We have 
acknowledged that we made mistakes and that we are deeply sorry. Our amazing caregiving team did not hesitate to rise 
to the challenge despite being in an unprecedented sitoation. 

Texas Health Dallas remains a safe place for employees and patients. We support the tireless and selfless dedication of 
our nurses and physicians, and we hope these tacts clariiy inaccuracies recently reported in the media. 

Contact: 

Wendell Watson, Director 

Public Relations 

Media Hotline: 800-314-7722 


http://lexashratth.org^!lank.cfiT!i^int=yes&aceon=d^lSre(=1901&id=16ra 
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OPINION 

There’s Plenty of Money to Fight 
Ebola 

Thanks to spending since 9/11, public health resources and expertise have never been 
better. 

By TOMMY G. THOMPSON 
Oct. 23, 2014 7:25 p.m. ET 

The emergence of Ebola cases in the U.S. has put America’s public-health preparedness 
under a spotlight. Disturbingly, election-year politics are leading some to point fingers 
at Republicans in Congress about the level of funding to fight the disease, alleging that 
budget cuts have hamstrung the federal Centers for Disease Control and Prevention in 
its response. This displays a fundamental lack of understanding about the recent 
history of public-health funding. 

While there are undoubtedly areas in need of improvement, the U.S. is better prepared 
to respond to a public-health emergency than at any time in its history, thanks to 
investments made in the aftermath of 9/11 and the anthrax attacks a month later. 

Those investments, supported by both parties, placed us light years ahead of where we 
were 15 years ago, when state and federal governments, public-health officials and 
hospitals were genuinely ill-prepared to handle mass casualty events, bioterror attacks 
or naturally occurring infectious-disease outbreaks. 

In 2001 the federal government spent $300 million on these public-health 
preparedness programs. In the four years after 9/11 it spent $14.8 billion to rebuild the 
nation’s public-health infrastructure. This money included unprecedented 
investments in state public-health programs, infectious-disease research, food-safety, 
and the purchase of medicines and vaccines in bulk. 

Recognizing the need for a strong local response, the Department of Health and Human 

http://on!ine.wsj.caD/articles/tommy-g-thoiTipson-thereS'plenty-of-money-to-fi^-ebt^a-14141067K 1/3 
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Services alone sent more than $4.3 billion over three years (2002-04) to hospitals, 
states and cities to strengthen their ability to respond to any public-health emergency, 
including infectious-disease outbreaks and natural disasters. 

GETTY IMAGES 

The federal government also ramped up biodefense medical research and badly needed 
laboratory construction at the National Institutes of Health. We funded research and 
construction at $1.5 billion a year in fiscal year 2003 and 2004, 30 times the level of 
fiscal year 2001. NIH researchers used this money to develop new and improved 
treatments and vaccines against smallpox, anthrax and— for the first time— research on 
Ebola, among other infectious diseases. 

These significant investments have continued— albeit at relatively flat levels after the 
initial surge to build the infrastructure that gave the public-health officials the tools 
they needed on the front lines in emergencies. The investments paid off as the public- 
health system successfully managed SAKS, avian flu. Middle East respiratory syndrome 
and emergencies following Hurricane Sandy, Rita and other natural disasters. 

The CDC, as its leaders have acknowledged, made some early mistakes in its response 
to Ebola. These included the agency’s failure to immediately send a team to Texas 
Health Presbyterian Hospital in Dallas to support the local response to the first Ebola 
patient there, and poorly managing the response when two nurses contracted the 
disease. This led to a sense of disorder and President Obama ’s appointment last week 
of a so-called Ebola czar, longtime Democratic aide Ron Klain, to coordinate the 
response to this disease. 

Yet the CDC and its partner agencies in the federal government have successfully 
managed at least five major public-health emergencies over the past 13 years. Why 
wasn’t the administration prepared to manage this one? 

Some Democrats believe the problem is a lack of funding— and are quick to blame 
Republicans for the alleged shortfall. This is absurd. The Obama administration has 
sought budget cuts of tens of millions of dollars for the CDC’s state and local 
preparedness in each of its last four budget requests. Each time, Congress denied those 
requests and approved more funding. 

Spending on research and public health— while below the peak years after 9/11— are far 
higher than at any time in U.S. history. Significant resources continue to be allocated to 

http://wi!ine.wsj.cckTi/articles/tommy-g-thompson-theres-plenty-of-mon^-to-fisfit-eWa-1414106735 2/3 
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state health departments, hospitals and research. U.S. public-health officials now have 
better facilities, better equipment and have more expertise available than ever. 

With isolated Ebola cases in the U.S., our government and public-health officials must 
ensure that they are communicating calmly and clearly and using the resources they 
have as effectively and prudently as possible. Above all, they must make sure that 
federal, state and local governments and hospitals are prepared to respond 
immediately in the event of an outbreak. 

Mr. Thompson, the former governor of Wisconsin, was U.S. Health and Human Services 
secretary from 2001-05. 
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FY2014 HHS Appropriations Overview 

The FY2014 omnibus provided roughly $621 billion in combined mandatory and discretionary funding for 
HHS. This is about $22 million (+3,6%) more than the FY2013 post-sequester funding level and $2 million 
(-0.3%) less than the FY2014 request. (See Table 5.) Of the total provided for HHS in the FY2014 
omnibus, roughly $70 billion (11%) is discretionary. This is $4 million (+6.1%) more than the post- 
sequester FY2013 discretionary funding level and $2 million (-2.9%) less than the discretionary amount 
requested in the FY2014 President's Budget. 

Table 5. HHS Appropriations Overview 
(dollars in billions) 

FY2013 

Enacted FY2013 Operating 

(pre- (post-sequester, FY2014 FY2014 

sequester, post-0.2% ATB, Senate Enacted 


Funding 

post-0.2% 

ATB) 

post-transfers & 
reprogramming) 

FY2014 

Request 

Cmte. 

(S. 1284) 

(P.L. 113- 
76) 

Discretionary 

69.90 

66.41 

72.50 

74.66 

70.44 

Mandatory 

533.06 

532.95 

550.64 

551.15 

550.64 

Total BA in the 

Bill 

602.96 

599.36 

623.14 

625.81 

621.08 


Source: CRS amounts for FY2013 enacted and the FY2014 Senate committee-reported bill (S. 1284) 
were estimated based on data provided in S.Rept. 113-71, the committee report accompanying S. 1284. 
FY2013 operating levels were largely estimated based on FY2013 operating plans for HHS agencies, 
which are available at http://www.hhs.gov/budget/fy2013/index.html (scroll to bottom for FY2013 Agency 
Operating Plans). Operating estimates reflect reductions required as a result of the FY2013 sequester, as 
well as any transfers and reprogramming of funds reported by HHS in these operating plans. Amounts for 
the FY2014 President's request and the FY2014 omnibus (P.L. 113-76) were estimated based on the 
Joint Explanatory Statement accompanying the FY2014 omnibus. For consistency with source materials, 
the FY2014 enacted levels do not reflect sequestration for nonexempt mandatory spending programs, 
where applicable. 

Notes: BA = Budget Authority. ATB = across-the-board rescission. Cmte = Committee. Details may not 
add due to rounding. Amounts in this table: (1) reflect all BA appropriated in the bill, regardless of the year 
in which funds become available (i.e., totals do not include advances from prior year appropriations, but 
do include advances for subsequent years provided in this bill); (2) have generally not been adjusted to 
reflect scorekeeping; (3) comprise only those funds provided (or requested) for agencies and accounts 
subject to the Jurisdiction of the Labor, HHS, Education Subcommittee of the House and Senate 
Committees on Appropriations; and (4) do not include direct appropriations that occur outside of 
appropriations bills, FY2013 totals do not include supplemental funds provided by the Disaster Relief 
Appropriations Act, 2013 (P.L. 113-2). 

Annual HHS appropriations are dominated by mandatory funding, the majority of which goes to CMS to 
provide Medicaid benefits and payments to health care trust funds. When taking into account both 
mandatory and discretionary funding, CMS accounted for roughly 87% of all HHS appropriations in 
FY2013 and FY2014. NIH and ACF account for the next largest shares of total HHS appropriations, 
receiving 5% apiece of total HHS appropriations in FY2013 and FY2014. 

By contrast, when looking exclusively at discretionary appropriations, CMS constituted only 6% of 
discretionary HHS appropriations in FY2013 and FY2014. instead, the bulk of discretionary 
appropriations go toward the PHS agencies, which combined to account for over 60% of discretionary 
HHS appropriations in FY2013 and FY2014. NIH typically receives the largest share of all discretionary 
funding among HHS agencies (over 40% in FY2013 and FY2014), with ACF accounting for the second- 
largest share of all discretionary appropriations (24% in FY2013 and 25% in FY2014). 

See Figure 3 for an agency-level breakdown of HHS appropriations (combined mandatory and 
discretionary) in the FY2014 omnibus. 

Figure 3. FY2014 HHS Appropriations in P.L. 113-76 by Agency 
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$54C'-5 (SZern) 

CMS 

(5.6%) $4.0 - 

S30;? (5.0%) 

ACF 

{25.1%) $17'' 


ACl 

iZ4%.) SI/ 


OS 

(2.7%) 51.9 

- - $63 (im) 

HRSA 

(S.6%1 S6.1 — 

'' — S5.9(<1%) 

CDC 

(8.2%) $5.8 

>3.^ (<1%) SAMHSA (49%) Si.4 

— .$29.9(4.8%) 

NIH 

{42.5%} $29.9 


Source: CRS amounts are estimated based on data provided in the Joint Explanatory Statement 
accompanying the FY2014 omnibus (P.L. 113-76). For consistency with source materials, the FY2014 
enacted levels do not reflect sequestration for nonexempt mandatory spending programs, where 
applicable, or any transfers or reprogramming of funds that may have occurred pursuant to executive 
authorities. 

Notes: BA = Budget Authority. Details may not add due to rounding. Amounts in this figure: (1) reflect all 
BA appropriated in the bill, regardless of the year in which funds become available (i.e,, totals do not 
include advances from prior year appropriations, but do include advances for subsequent years provided 
in this bill); (2) have generally not been adjusted to reflect scorekeeping: (3) comprise only those funds 
proposed for agencies and accounts subject to the jurisdiction of the Labor, HHS, Education 
Subcommittee of the Senate Committees on Appropriations; and (4) do not include direct appropriations 
that occur outside of appropriations bills. 

Selected HHS Highlights from FY2014 Appropriations Actions 

This section discusses several important aspects of discretionary HHS appropriations. First, it provides an 
introduction to two special funding mechanisms included in the public health budget, the Public Health 
Service Evaluation Set-Aside and the Prevention and Public Health Fund. Next, it reviews a limited 
selection of FY20 14 discretionary funding highlights across HHS. Finally, the section concludes with a 
brief overview of significant provisions from annual HHS appropriations laws that restrict spending in 
certain controversial areas, such as abortion and stem cell research. 

Public Health Service Evaluation Tap 

The Public Health Service (PHS) Evaluation Set-Aside, also known as the PHS Evaluation Tap, is a 
unique feature of HHS appropriations.® The Evaluation Tap, which is authorized by Section 241 of the 
PHS Act, allows the Secretary of HHS, with the approval of appropriators, to redistribute a portion of 
eligible PHS agency appropriations across HHS for program evaluation purposes. The PHS Act limits the 
set-aside to 1% of eligible program appropriations. However, in recent years, L-HHS-ED appropriations 
laws have established a higher maximum percentage for the set-aside and have distributed specific 
amounts of "tap" funding to selected HHS programs. The tap provides more than a dozen HHS programs 
with funding beyond their regular appropriations and, in some cases, the tap may be the sole source of 
funding for a program or activity. The FY2014 omnibus maintained the set-aside level at 2.5% of eligible 
appropriations, the same percentage as FY2013- The omnibus rejected the FY2014 President's Budget 
proposal to increase the set-aside to 3.0%. 

Prevention and Public Health Fund'' 

The Patient Protection and Affordable Care Act (ACA) authorized and directly appropriated funding for 
three muiti-billion dollar trust funds to support programs and activities within the PHS agencies.® One of 
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these, the Prevention and Public Health Fund (PPHF, ACA Section 4002, as amended), is intended to 
provide support each year to prevention, wellness, and related public health programs funded through 
HHS accounts. For FY2014, the ACA directly appropriated $1 .5 billion in mandatory funds to the PPHF. 
However, Congress subsequently passed the Middle Class Tax Relief and Job Creation Act of 2012, 
which reduced ACA's annual appropriations to the PPHF over the period FY2013-FY2021 by a total of 
$6.25 billion.” This reduced the FY2014 PPHF appropriation to $1 billion. 

PPHF funds are intended to supplement, sometimes quite substantially, the funding that selected 
programs receive through regular appropriations, as well as to fund new programs, particularly programs 
newly authorized in ACA, Congress may direct the Secretary to allocate PPHF funds to specific accounts. 
Otherwise, PPHF funds become available to the Secretary on October 1 of each year, for allocation as 
the Secretary decides. The FY2014 President's Budget included the Administration's proposed 
distribution of PPHF funds. The Joint Explanatory Statement accompanying the FY2014 omnibus 
recommended PPHF allocations that would, similar to prior years, distribute most of the funds to CDC, 
including $160 million for Immunization and Respiratory Diseases and $446 million for Chronic Disease 
Prevention and Health Promotion. 
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Opinions 

Beating Ebola through a national plan 

By John T. Fox 

John T Fox is president and chief executive of Emory Healthcare in Atlanta. 

The appointment of Ebola czar Ron Klain is an important initial step in mobilizing a coordinated national 
effort to confront this deadly virus. 

As the first U.S. hospital to successfully treat Ebola patients, Emory University Hospital has a unique 
perspective on the scope of the effort and skill required to care for such patients while also protecting the 
staff and public. One key lesson learned has been that training and strictly following protocol are 
paramount. Although that may sound simple, it takes an enormous amount of dedication, resources and 
planning. 

The staff at Emory Healthcare is committed to sharing our knowledge wth the Centers for Disease 
Control and Prevention, as well as hospitals around the world, including through a new Web site listing 
our protocols. Sharing information in this way is critical, but it will not be enough. The new czar and 
other officials must create a long-term local, regional and national strategy to tackle not only Ebola, but 
also other life-threatening infectious diseases that we will face in the future. 



This is not a time for finger-pointing. We need to grasp this opportunity to put a system in place that can 
serve as a model moving forward. The existence of four specially designed isolation units, including 
Emory’s, has helped buy some time, but we are operating with a razor-thin margin. Even a modest surge 
of 10 to 20 patients would strain the capacity of these centers. The U.S. health-care system has the 
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resources and talent to deal with a larger challen^ but it must move immediately to build a truly 
scalable model. 

The federal government should create a national medical infrastructure. We can start by establishing 
several National Ebola Support Centers, beginning with ones at Emory, Nebraska Medical Center and the 
National Institutes of Health, to serve as clinical training bases for other hospitals around the country. 

At the same time, we need to: 

• Require every major metropolitan area to help prepare its two or three largest health-care systems to 
care for Ebola-infected patients and give them the needed resources and training. These regional care 
centers must have significant sub-specialty support capabilities, including critical care expertise and 
capacity, particularly for nursing. Appropriate training must be provided to establish a culture of safety. 

• Require all U.S. hospitals to undergo a prescribed level of preparedness based on their size, location and 
other factors. Establishing a common approach to classification of patients potentially at risk will help 
immensely in treating and controlling Ebola, as well as in preparing for future outbreaks of other 
infectious diseases. 

• Establish regional and national standards and mechanisms for coordination of transportation services, 
supply distribution, specimen handling and waste management. The logistics involved in safely caring for 
patients with Ebola are extraordinary and must be a priority for any health-care system. 

These measures sound daunting — and they are. But our national experience with Ebola has revealed 
vulnerabilities in our public health preparedness that must be addressed. Getting this right will serve us 
well into the fiiture. 

We cannot be a country ruled by fear. We must care for those in need. But a few hospitals cannot combat 
this public health threat alone. We need government leadership to provide the resources necessary to 
implement a coordinated, scalable national plan. It can be done. 

Read more on this topic: 

The Post's View: Missteps in handling Ebola in tlie U.S. can’t be repeated 
The Post’.s View: Ebola outbreak suggests a faster response is needed 


http://www.washingtonpost.eom/opinions/beating-ebola-through-a-national-plan/2014/10/2... 4/2/2015 
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1601 N. Tucson Blvd. Suite 9 
Tucson, AZ 85716-3450 
Phone: 18001 635-1196 
Hotline; 18001419-4777 


Association of American Physicians and Surgeons, Inc. 

A Voice for Private Physicians Since 1943 

Omnia pro aegroto 


STATEMENT 
of the 

ASSOCIATION OF AMERICAN PHYSICIANS & SURGEONS 

Submitted by Jane Orient, M.D. 

October 24th, 2014 

Mr. Chairman and Members of the Committee: 

My name is Jane Orient, M.D. I am a practicing internist from Tucson, Arizona, and serve as the 
Executive Director of the Association of American Physicians & Surgeons ("AAPS"). 

AAPS is a nationwide organization of physicians devoted to defending the sanctity of the 
patient-physician relationship. AAPS revenue is derived almost exclusively from membership 
dues. We receive no government funding, foundation grants, or revenue from suppliers of 
pharmaceuticals, vaccines, medical devices, computer hardware or software, compliance 
materials, or other commercial products. 

During the recent surge of illegal aliens across our Southern border citizens and local officials 
were not receiving adequate information from federal agencies, and Border Patrol officers and 
medical personnel were reportedly threatened with firing or even arrest if they spoke out. 

Whistleblowers must be protected. But, more importantly government must be accountable for 
their decisions. 

Now Ebola, already declared to be a Public Health Emergency of International Concern (PHEIC) 
on August, 8*'^ by the World Health Organization (WHO), has spread to at least one patient on 
American soil. 

What has the Administration done about the outbreak? Dismiss, defend, deter, and deflect. 

The U.S. Centers for Disease Control and Prevention (CDC) has stated that a widespread 
outbreak in the U.S. is highly unlikely because of our sophisticated medical and public health 
infrastructure. And, multiple members of the Administration as well as other politicians have 
made public statements that there is 0% chance of contracting Ebola. However, the system is 
only as strong as its weakest link, and violation of basic precautions necessitated the 
monitoring of dozens of contacts of just one patient in Dallas who entered by air from Liberia. 
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Now, two of his caretakers have already been diagnosed with Ebola and they were wearing full 
protective garments and understood that they were in an infectious situation, and we are 
starting see even more additional cases. 

Basic public health principles dictate that epidemics need to be contained at the source. Even a 
"small outbreak" of Ebola would be extremely costly in lives and treasure. 

Hemorrhagic fever viruses such as Ebola have been widely discussed as a biological weapon. 
Deliberate Introduction of such a weapon, whether in a warhead or a human vector, would be 
an act of war and a crime against humanity. Protection of our population is a matter of national 
security. 

In addition to the Ebola threat, thousands of American children have been sickened, a few have 
died, and some have been paralyzed, probably permanently, because of enterovirus D-68. The 
CDC has been silent about the source of this epidemic. It is speculated that it could be from 
sending tens of thousands of children from an endemic region to American schools. 

Since the primary role of the federal government is to protect the citizenry, AAPS calls for 
congressional hearings and consideration of legislation to: 

• Require persons entering the U.S. from West Africa or other areas reporting Ebola to 
undergo a 25-day period of quarantine; 

• Require that all illegal entrants undergo an adequate period of quarantine with 
screening to assure freedom from tuberculosis, infestation with scabies or lice or other 
ectoparasites, or other communicable diseases; 

• Protect whistleblowers who report potential public health threats; 

• Assure that timely and accurate information is reported to the public and medical 
facilities about the existence of threats and effective precautions. 

I urge the Committee to consider the public health questions and pursue more answers and 
immediate action by the Administration. I also urge the Committee to pursue more answers 
and explanations about the Administration's continued efforts to distort the truth for their own 
self-interest which is also in opposition to what is best for the public's health. I look forward to 
working with the Committee as this urgent issue develops. 


o 



